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FINALLY! 
A TRANQUILIZER 
THAT WILL 


SHORT OF 
DROWSINESS 


for quieting 


QUIACTIN—in the recommended dose—one 400 mg. 
tablet q.i.d., provides greater tranquility with less 
drowsiness and more prolonged activity.’ QUIACTIN 
is remarkably nontoxic, noncumulative and has no 
withdrawal symptoms. 

Structurally, QUIACTIN is a completely new tranquil- 
izer... therapeutically, it’s different...stops before it 
goes farther than patient comfort or safety allows. 
QUIACTIN does not push the patient beyond tranquility 


into lassitude, dullness, depression. 


1. Proctor, R. C.: Dis. Nerv. Sys. 18:223 1957. 2. Feuss, C. D., and Gragg, 
L., Jr.: Dis. Nerv. Sys. 18:29, 1957. 3. Coats, E. A., and Gray, R. W.: Dis. 
Nerv. Sys. 18:191, 1957. Registered Trademark: Quiactin @ 
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New York + CINCINNATI + St. Thomas, Ontario Merrell 


Another Exclusive Product of Original Merrell Research SINCE 1828 


3 
i 
‘ 
: 
44 
\ 
i 


Controls Stress 


Relieves Distress in smooth muscle spasm 
new 
Pro-Banthine Dartal 


— for positive relief of cholinergic spasm. —a new and safer agent for normalizing emotions. 


PRO-BANTHINE WITH DARTAL offers you a 
new, specific and reliable control of visceral 
motor disorders, especially when these dis- 
orders are induced or aggravated by psychic 
tensions or anxiety. 


Pro-Banthine has won wide clinical 

- acceptance as the most effective drug 
for controlling gastrointestinal hyper- 
motility and hypersecretion. . 


Dartal, a new phenothiazine congener, 
offers greater safety, flexibility and 
effectiveness in stabilizing emotional 
agitation. 


Stabilization of 
Emotion 


The combination of each drug in fully effec- 
tive doses in Pro-Banthine with Dartal gives 
a new means of approach to the medical 
management -of functional gastrointestinal 
disorders mediated by the parasympathetic 
nervous system. 


Specific Clinical Applications: Functional 
gastrointestinal disturbances, gastritis, py- 
lorospasm, peptic ulcer, spastic colon (irri- ; 
table bowel), biliary dyskinesia. 

Dosage: One tablet three times a day. 

Availability: Aqua-colored tablets contain- ' 
ing-15 mg. of Pro-Banthine (brand of pro- } 
pantheline bromide) and 5 mg. of Dartal { 
(brand of thiopropazate dihydrochloride). ' 


Gc. D. SEARLE & co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery t is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role ot GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regulor departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice (printer): 350 East 22nd Street, Chicago 16, Illinois - One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
Illinois + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright 1958 by the 
American Academy of Generai Practice. 
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long day ahead 

morning sun glare — eyes irritated 
can’t read — coach smoky 

leave the work — let’s lunch 

back to work — eyes worse 

take afternoon off — see doctor 
pick up VISINE — home again 
let’s try the drops 

nice dinner — read the paper 
eyes comfortable — good TV play 
use VISINE — bed 11:30 


long day behind . 
turned out well S@@ the diffegg 7 
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BRAND OF TETRAHYPROZOLINE HYDROCHLORIDE 


“an excellent ophthalmic decongestant. . .”” 


almost immediate relief of hyperemia, soreness, itching, burning, tearing — no rebound 
vasodilatation, mydriasis, photophobia or systemic effects. / supplied: in 1/2 oz. bottles, 
0.05% tetrahydrozoline hydrochloride in a solution containing sodium chloride, boric 
acid, sodium borate; with sterile eye dropper. 


“Trademark 1. Grossmann, E. E., and Lehman, R. H.: Am. J. Ophth. 42:121, 1956. 
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MEMO FROM THE PUBLISHER 


Tue Last or 12 artictes contributed to GP’s ‘Practical Thera- 
peutics” department by the University of Pennsylvania School 
of Medicine was published in June. Dr. Frank Bethell’s article, 
**Advances in the Management of Hematologic Disorders,” is 
the first of a new series contributed by the 108-year-old Medical 
School of the University of Michigan. 

Months before the Pennsylvania series ended, the Publication 
Committee designated the midwestern school as sponsor of the 
1958-1959 series. Dr. Hugh H. Hussey, GP’s medical editor, 
scheduled meetings with Dr. Russell N. DeJong and other 
Michigan faculty members to select subjects for the forth- 
coming articles. The subjects were then assigned to outstanding 
men in each field, men who successfully combine the required 
subject knowledge with an ability to write. 

The conferences will continue throughout the year. Illustra- 
tions to accompany each paper must be outlined and prepared. 
Each manuscript must then be carefully read by both the medical 
and manuscript editors. Production schedules and deadlines 
must be checked and rigidly adhered to. 

The Medical School of the University of Michigan is is part of a 
rapidly expanding Medical Center. Comprising three hospitals 
(University, Women’s and General Children’s) and a 24- 
department Out Patient Clinic, the center carries out the pri- 
mary objective of the school: the preparation of men and women 
for the practice of medicine. And, because the faculty recog- 
nizes the great demand for general practitioners in today’s 
pattern of living, every effort is made to encourage students to 
enter that field. A special general practice curriculum has been 
developed. This includes two years of training after under- 
graduate work is finished. 

Dr. Albert C. Furstenberg, dean, says “Our attention is 
focused constantly upon the trinity of medicine—medical edu- 
cation, research and the care of the sick.” At the university, 
research is carried on in the new Kresge Research Building 
(opened in 1954), and the Thomas Henry Simpson Institute 
for Medical Research. 

GP deeply appreciates the continuing cooperation of leading 
medical schools that have contributed to “Practical Thera- 
peutics.” From the beginning article, submitted by Jefferson 
Medical College, through the last paper by Pennsylvania’s 
faculty, the series has been outstanding. The renowned medical 
educators who have provided the articles have made a worth- 
while contribution to the current literature. To those dis- 
tinguished faculty members who have helped build the annual 
series, GP offers sincere thanks. And to the Medical School of 
the University of Michigan, we extend a cordial welcome. 

—MF.C. 
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don’t STOP the clock 
in therapy for 


sinusitis 
rhinitis 


relief 
All day... All 


for continuous, co 
effectiveness with greatly 
Keeps heads clear 10-12 hours © 
Stops the cycle of post-nasal drip « 
Without drowsiness » 
2 Convenient Dose Forms...both DURABONDED— 


Each Tabule contains: Suspension—each § cc. contains: 

Phenylephrine Tannate.......... 25.0mg. Phenylephrine Tannate.......... 5.0 mg. 
Prophenpyridamine Tannate...... 37.5 mg.  Prophenpyridamine Tannate...... 12.5 mg. 
Pyrilamine Tannate............. 37.5 mg.  Pyrilamine Tannate............. 12.5 mg. 


TABULES: Usually 1 or 2 tabules each 12 hours. 

SUSPENSION: Adults 1 to 3 teaspoonfuls each 12 hours. Children: Six years and older, 
1 to 2 teaspoonfuls each 12 hours; under six years, according to age. 

Dosage may be increased or decreased as required. 


*A Durabond Process—Neisler Exclusive, Patent Pending 


Write for Literature and Samples. : 
tRWIN, NEISLER & CO. e DECATUR, ILLINOIS 
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REPORT FROM THE EXECUTIVE DIRECTOR 


JULY 1958 


News of Significant Events 


Delegates Elect 
Orr and Ball 


Labor Unions Ridicule 
Free Choice Principle 


> As predicted here more than two months ago, AMA delegates 

last week handed the president-elect assignment to Dr. Louis 
M. Orr, an Orlando, Fla., urologist. More than 13,000 doc-— 

tors were among the 37,520 registrants at the San Francisco 

meeting. 

Dr. Leonard W. Larsen, Bismarck, N. D., was elected 
chairman of the Board of Trustees. The vice presidency went 
to Academy Member W. Linwood Ball, Richmond, Va. 

Delegates elected two new Board members and re-elected 
one. New trustees are Academy Member R. B. Robins, Camden, 
Ark., and Dr. Warren Furey, Chicago. Dr. Raymond J. 
McKeown, Coos Bay, Ore., was re-elected. Dr. E. Vincent | 
Askey was re-elected speaker and Dr. Norman Welch, Boston, 
Mass., was elected vice speaker. In other actions, the 
delegates: 

Pigeon—holed a Texas resolution calling on other states 
to return unsigned Medicare contracts. Instead the AMA 
pointed to its earlier policy that leaves contract and fee 
schedule negotiations in the hands of state societies... 


Ignored a reference committee suggestion to wait six 
months before taking action aimed at the UMWA and other 


panel practice plans that restrict free choice of physician. 
Instead, delegates demanded that an "immediate" and broad 
public education program be launched under the direction of 
the Board of Trustees. The action stressed that "no further 
delay will be tolerated." ... 

Rejected an Oklahoma resolution calling on the AMA to take 
over the hospital accreditation program. Delegates felt 
that the program had been thoroughly reviewed by the Stover 
committee less than three years ago and that action at this 
time is neither needed nor desirable . 

Again pointed out that board certification should not be 


the only factor considered in the granting or extending of 
hospita rivileges. 


p> A smoldering feud between organized medicine and the UMWA 
Health & Welfare Fund, touched off in Kansas City more than 


three years ago, was kindled to greater intensity last 
month. In September, 1953, Dr. W. A. Dorsey, the UMWA 


plan's Denver area administrator, debated a highly contro- 
versial and discriminatory directive with the Academy Board 
of Directors. The problem then, as now, revolved around the 
patient's right to name his own physician. 


j 


Intelligence 
Repeatedly Insulted 


r AMA and AHA Fight 


Program's Purpose 
Now Being Ignored 


Drug Firm Suspends 
Vaccine Production 


> At the June 16-17 meeting of the American Labor Health 


Association in Washington, D.C., union health directors 
declared that patients are in no position to choose a doctor 


intelligently. It supposedly follows that a high-salaried 
bureaucrat in a plush union office is better qualified. 
Seldom, if ever, have union demands been backed by such 
sheer stupidity and illogical conclusions. 

Dr. Dorsey added that the medical profession has "failed 
to establish accepted standards of medical care." Dorsey, a 
non—dues paying member of the AMA who knows next to nothing 
about the actual practice of medicine, long ago set himself 
up as an expert on medical matters. He assists Dr. Warren 
Draper who, in turn, assists Miss Josephine Roche, the 
aging Vassar graduate who heads the UMWA Welfare & Retire— 
ment Fund. 


> The national hassle over Medicare plans continues. Last 
month, the Texas state society refused to sign a new con- 
tract. This month, perhaps somewhat paradoxically, a Texas 
politician helped cut the Medicare budget and Dr. F. J. L. 
Blasingame, general manager of the AMA and a recently trans— 
planted Texan, opposed the so-called economy measure. 

The politician, George H. Mahon, Democratic representative 
from Texas' 19th district, heads a House subcommittee that 
recommended the cut. The House endorsed the recommendation 
and promptly cut the budget from $71.9 million to $61 mil-— 
lion. The money will supposedly be saved by requiring cer— 
tain dependents to utilize military medical facilities. 

In a letter to Mahon, Dr. Blasingame pointed out that "the 


Medicare program has been accepted .. . by the medical pro- 
fession and .. . has been successful." The doctor's Texas 


colleagues may disagree since state society delegates, vot— 
ing better than 2-1, refused to sign a new contract. 

Two years ago, the AMA was distinctly cool toward free 
medical care for dependents. Medicare was correctly termed 
a step toward socialized medicine. But now that the idea 
has become an established reality, the specter of socialism 
is apparently less important than how the cake is sliced. 


» When Congress voted for Medicare in 1956, it ostensibly 
gave dependents the right to choose between military and 
civilian care facilities, requiring only that dependents 
pay the first $25 for treatment in civilian hospitals. 
Mahon's Subcommittee on Department of Defense Appropriations 
would, under certain conditions, flatly deny dependents the 
privilege of naming their own physician. 


p> Caught with more than 20 million cc. of polio vaccine 
that no one seems to want, Eli Lilly & Co. has halted all 
production. Company spokesmen blame the public's apathetic 
attitude. 


If production started again tomorrow, it would take four 
months to bottle a single cc. While facing somewhat ludi- 


crous "criminal conspiracy" charges, the company is swimming 
in enough perishable vaccine to fill a 5,280-gallon pool. 
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N. Lewis, Tulsa, Okla.; C. J. Kiaaren, M.D., Box 402, Moscow, 
Ida. 

Terms to Expire 1959: Louis Busu, M.D., 752 Merrick Rd., Bald- 
win, N.Y.; Boyp H. M.p., Professional Bldg., Staunton, 
Va.; JosepH W. TeEtrorD, M.D., 3255 Fourth Ave., San Diego, 
Calif. 


Committee on Scientific Assembly: HERMAN E. Druitt, Chair- 
man, 1959 Assembly, 23 Ninth Ave., S., Hopkins, Minn.; 
Garra L.. Lester, M.D., Chairman, 1960 Assembly, 1 Morris 
Ave.; Chautauqua, N.Y. 

Terms to Expire 1961: George V. Launey, Jr., M.D., 9528 Webb 
Chapel Rd., Dallas, Tex.; Amos N. Johnson, M.D., Garland, 
N.C. 

Terms to Expire 1960: Wauter W. SackeETT, JR., M.D., 2500 Coral 
Way, Miami, Fla.; Garra L. Lester, m.p., 1 Morris Ave., 
Chautauqua, N.Y. 

Terms to Expire 1959: Ermer Ripceway, Jr., M.p., 3601 N. 
May Ave., Oklahoma City, Okla.; Herman E. 
23 Ninth Ave., S., Hopkins, Minn. 


Committee on Constitution and By-Laws: JOHN E. Fosrer, M.D., 
Chairman, Foley, Ala.; A. I. Doxrorsky, M.p., 7257 S. 
Jeffery Ave., Chicago, Ill.; Leland S. Evans, M.D., 217 W. 
Court Ave., Las Cruces, N.M.; Julian K. Welch, Jr., M.D., 107 
N. Lafayette Ave., Brownsville, Tenn.; Arthur P. Reding, M.D., 
Marion, S.D.; Jason C. Sanders, M.D., 106 E. Kingshighway, 
Shreveport, La. 
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Committee on Voluntary Prepaid Medical Care: Rospert A. Price 
M.D., Chairman, 3602 N. Fifteenth Ave., Phoenix, Ariz.; 
Carrot WITTEN, M.D., 2237 Taylorsville Rd., Louisville, Ky. ; 
William F. Putnam, M.D., Lyme, N.H.; Peter J. Scafarello, 
M.D., 410 Asylum St., Hartford, Conn.; Kenneth McPherson, 
M.D., 925 Sixth Ave., New Brighton, Pa. 


Committee on Rural Health: Bensamin N. SatrzMan, M.D., Chair- 
man, 111 W. Sixth St., Mountain Home, Ark.; Gzorce W. 
Karetas, M.D., Newberry, Fla.; Ciinron SwicKaRD, M.D., 
604% Sixth St., Charleston, Ill.; Joun R. Ropcer, m.p., 
Bellaire, Mich.; Paut J. Seirert, Jr., m.p., 509 California, 
Libby, Mont.; Cecil W. Clark, M.D., Cameron Medical Center, 
Cameron, La.; Valentin E. Wohlauer, M.D., Box 578, Brush, 
Colo. 


Committee on Insurance: NorMAN F. Coutrer, M.D., Chairman, 1516 
S. Kuhl Ave., Orlando, Fla.; Gzorce E. Burkert, Jr., M.D., 349 
Main St., Kingman, Kan.; Frank H. Green, m.p., 134 E. 
Second St., Rushville, Ind.; Richard P. Bellaire, M.D., 38 
Church St., Saranac Lake, N.Y.; Herbert W. Salter, M.D., 4900 
Euclid Ave., Cleveland, Ohio. 


Committee on Mead Johnson Awards for Graduate Training in General 
Practice: BERNARD E. Epwarps, M.D., Chairman, 704 N. Main 
St., South Bend, Ind.; Donato H. Kast, m.p., Bankers Trust 
Bldg., Des Moines 9, Ia.; R. Adelaide Draper, M.D., 1107 
Washington St., Dorchester, Mass.; Walier T. Gunn, M.D., 
4617 Dahlia Ave., St. Louis, Mo.; Earl L. Malone, M.D., 302 
W. Tilden, Roswell, N.M.; Robert E. Verdon, M.D., 576 
Anderson Ave., Cliffside Park, N.J. 


Ross Award Committee: Orson B. SPENCER, M.D., Chairman, 55 N. 
Sixth E., Price, Utah; Ralph J. Lum, Jr., M.D., 601 Avenue 
Miramar, Santurce, Puerto Rico; R. Varian Sloan, M.D., Aina 
Haina Shopping Center, Honolulu, Hawaii; Rafael C. Sanchez, 
M.D., 3330 Canal St., New Orleans, La.; Robert W. Henderson, 
M.D., 405% Broadway, Bismarck, N.D. 


Liaison Committee on National Defense: SPENCER YORK BELL, M.D., 
Chairman, 1826 W. Clinch, Knoxville, Tenn.; Peter C. H. 
ERINAKES, M.D., 1425 Main St., West Warwick, R.I.; Crype I. 
Swett, M.D., 18 Sherman St., Island Falls, Me.; A. M. Cox, 
M.D., 1809 Logan St., Cheyenne, Wyo.; Cyrus G. Reznichekh, 
M.D., 1912 Atwood Ave., Madison, Wis. 


Committee on State Officers’ Conference: BERNARD P. Harpo Le, 
M.D., Chairman, 1920 N.W. Johnson, Portland, Ore.; Paul S. 
Read, M.D., 2415 Fort St., Omaha, Neb.; Carroll Witten, M.D., 
2237 Taylorsville Rd., Louisville, Ky.; Mr. William W. 
Rogers, Advisor, 461 Market St., San Francisco, Calif. 


Representatives to Joint Committee on Industrial Medicine: William 
B. Hildebrand, M.D., 59 Racine St., Menasha, Wis.; Logan T. 
Robertson, M.D., 17 Charlotte St., Asheville, N.C. 


Advisor to the Board on International Medical Affairs: U. R. Bryner, 
M.D., 508 E. South Temple, Salt Lake City, Utah. 
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Committee on Mental Health: M. C. WicinTon, mM.p., Chairman, 
310 W. Thomas St., Hammond, La.; ANprEw S. Toms, M.D., 
Box 3155, Victoria, Tex.; E. I. BaumGarTNER, M.D., 25 Alder 
St., Oakland, Md.; I. P. Frouman, m.p., 2924 Nichols Ave., 
S.E., Washington, D.C.; Richarp H. Gwartney, M.p., 2810 
State St., San Bernardino, Calif.; Lawrence E. Drewrey, M.D., 
222 Van Buren, N.W., Camden, Ark. 


MUSE Committee (Committee on Minimum Uniform Standards in 
Education for General Practice): Hortanp T. JACKSON, M.D., 
Chairman, Medical Arts Bldg., Ft. Worth, Tex.; Cuartzs C. 
Cooper, M.D., 322 Hamm Bldg., St. Paul, Minn.; J. S. DeTar, 
m.D., 55 W. Main, Milan, Mich.; Carteron R. SmirH, M.D., 
1101 Main St., Peoria, Ill.; Mary E. JounsTon, M.p., Tazewell, 
Va.; Wuuam J. SHaw, m.p., Lee Hospital, Fayette, Mo.; 
Louis F, Rrrretmeyer, Jr., M.D., University of Mississippi 
Medical Center, Jackson, Miss.; John P. Lindsay, M.D., 5207 
Harding Rd., Nashville, Tenn.; Carroll B. Andrews, M.D., 
Box 367, Sonoma, Calif. 


Special Committee on 1958 Invitational Scientific Congress: NORMAN 
R. Booner, M.D., Chairman, 447 E. Thirty-eighth St., 
Indianapolis, Ind.; Fioyp C. Bratt, m.p., 833 South Ave., 
Rochester, N.Y.; M. C. Wicrinron, m.p., 310 W. Thomas St., 
Hammond, La. 


Liaison Committee with the Specialty Societies: J. S. DET ar, M.p., 
Chairman, 55 W. Main, Milan, Mich.; Cuartes C. Cooper, 
M.D., 322 Hamm Bldg., St. Paul, Minn.; Carterton R. Sorrn, 
M.D., 1101 Main St., Peoria, Ill. i 


Academy Representatives on AMA Committee on Preparation for 

General Practice: J. S. DeTar, m.p., 55 W. Main, Milan, Mich.; 
Jesse D. Risinc, m.D., University of Kansas Medical Center, 
Kansas City 12, Kan.; Malcom E. Phelps, M.D., 203 8. Macomb, 
El Reno, Okla.; Mr. Cuartes E. Nyserc, Volker Blvd. at 
Brookside, Kansas City 12, Mo. 
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This Month’s Authors 


Frank Hartsuff Bethell, M.D. is the “lead-off” man in the series of 12 “Practical Therapeutics” arti- 
cles contributed by the University of Michigan’s medical school faculty. A graduate of Princeton Universi- 
ty and Johns Hopkins Medical School, Dr. Bethell has been associated with Michigan since 1931 when he 
joined the staff as an instructor in internal medicine. Since 1948 he has been professor of internal medi- 
cine. Another current appointment is the directorship of the Thomas Henry Simpson Institute for 
Medical Research. Dr. Bethell, who took beth his internship and residency at the Methodist Episcopal 
Hospital, Brooklyn, N.Y., is a fellow of the American College of Physicians and holds membership in the 
Association of American Physicians, the American Society for Clinical Investigation and the American 
Society for Experimental Pathology. Dr. Bethell also belongs to both the American Society for Hema- 
tology and the international group. He is the author of over 100 articles dealing with various blood 
diseases, including ‘Advances in the Management of Hematologic Disorders.” Page 96 


William R. Halliday, M.D. is a young (32) chest physician with an intense interest in cave exploring. 
He began this speleologic hobby when he spent a med-school vacation as a boys” camp counselor and, 
to date, has explored 300 caves. After graduating from George Washington University School of Medi- 
cine, Dr. Halliday served an internship at Huntington Memorial Hospital, Pasadena, Calif., then spent 
five years in general and thoracic surgery residencies in Salt Lake City, Seattle and Denver. He is now in 
his first year of practice in Seattle, but still spends most of his spare time exploring caves. Dr. Halliday has 
been elected to the National Speleological Society’s board of governors five times and is currently the 
medical committee chairman. Director of the Western Speleological Survey, he holds membership in the 
Washington Archeological Society, as well as being a national committeeman for the establishment of 
Glen Canyon National Park. Dr. Halliday’s article, “Medical Hazards to Cave Explorers,” is based on 
both his own personal experiences and those of his “underground” colleagues. Page 80 


Robert E. L. Nesbitt. Jr., M.D. is the author of “Etiology and Treatment of Anuria in Obstetric Pa- 
tients.”” A graduate of Vanderbilt University School of Medicine, Nashville, Tenn., Dr. Nesbitt took a 
rotating internship at Baltimore City Hospital and an obstetrics-gynecology residency at Johns Hopkins 
Hospital. He later held three teaching positions at Johns Hopkins, serving as acting head of the obstetrics 
department for eight months. At present, Dr. Nesbitt is professor of obstetrics and gynecology, chairman 
of obstetrics and director of education and research in obstetrics and gynecology at Albany Medical 
College of Union University, Albany, N.Y. His memberships include the Society for Gynecologic Investi- 
gation, Pan American Cancer Cytology Society (he is a charter member and United States membership 
chairman) and the advisory conimittee of New York State’s Health Department Bureau of Maternal and 
Child Health. Dr. Nesbitt is consultant in gynecology, Veterans Administration Hospital, Albany, and 
consultant in obstetrics, Brady Maternity Hospital, Albany. Page 85 


Stanley R. Truman, M.D. is a past president of the Academy, the youngest man ever elected to that 
office. A native Californian, Dr. Truman graduated from the University of California (where he majored 
in English), spent a year at Union Theological Seminary, then returned to the university for a master’s 
degree in psychology and his medical degree. He is still active in organized medicine and is currently 
on the Joint Commission on Accreditation of Hospitals, a member of the medical advisory committee 
to the USPHS Surgeon General and a delegate to the California Medical Association. Dr. Truman was 
the first secretary of the latter organization’s general practice section and the first president of the Gen- 
eral Practitioners Association, Alameda County, Calif. The author of “Thyroid Therapy in General 
Practice” interned at both the University of California and Alameda County hospitals, was licensed 
in 1934, and has since practiced in Oakland, Calif. Dr. Truman contributes regularly to medical literature 
and is best known for his book, The Doctor. Page 74 
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Bramd of mephobarbital 


Tablets 14 grain, 34 grain, 1%2 grains, 3 grains. 


dose grain to 114 grains 
three or four times daily. 


*Smith, J.A.: J.A.M.A. 152:384, 
80, 1958. Brown, W.T., 


and Smith, J.A.: South. M. J. 
LABORATORIES 
McCullagh, W.H.: J. Florida 
M.A, 41:718, Mar., 1955. NEW YORK 18, N.Y 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Ciba, Ciba, Ciba 
Dear Sirs: 


Being an editor, I can understand the consternation 
occasioned by the slightest error. 

Frankly, I think your spelling of Ciba (May issue) is a 
very cute one and will probably attract more attention to 
the firm than if you had spelled it correctly. 

So please forget about the whole thing. We still like 
GP very much. 

J. H. Watron, M.p. 
Ciba Clinical Symposia 
Ciba Pharmaceutical Products, Inc. 
Summit, N. J. 


Mr. Walton’s gracious letter came in reply to GP’s note 
of apolog~ concerning the misspelling of CIBA in an illustra- 
tion on page 74 of the May issue. Although it is not GP’s 
policy to make weak excuses for ostensibly avoidable errors, 
such a note was deemed necessary in view of the many four- 
color illustrations GP has used from CIBA’s magnificent 
collection. —PUBLISHER 


Invests in the Future 


Dear Mr. Cahal: 

It is with pleasure that Marion Laboratories encloses a 
check for $1,000 as the first contribution to the American 
Academy of General Practice Foundation. 

Within a space of only eight years Marion Laboratories 
has grown to the status of a major pharmaceutical com- 
pany. The primary reason for this accomplishment is the 
American Acadeiny of General Practice, which in our opin- 
ion is the finest organization of physicians throughout the 
whole world. However, not only is it the finest organization 
but the men who compose this organization are also, in 
our opinion, the finest physicians. 
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Our thanks to you and to all of the members of the 
American Academy of General Practice. 
Ewinc M. KaurrMan 
President 
Marion Laboratories, Inc. 
Kansas City, Mo. 


The Academy expresses sincere appreciation to Marion Labo- 
ratories for its generous $1,000 contribution to the newly 
established American Academy of General Practice Founda- 
tion. Marion Laboratories’ continued support of Academy en- 
deavors makes it stand out among our friends in the pharma- 
ceutical industry. We are grateful if the Academy and its 
members have played a part in their success. —PUBLISHER 


Two Views on Iron Medication 


Dear Sirs: 

Many general physicians, I am certain, will disagree with 
a good bit of what Dr. Elmer B. Brown, Jr., has to say in 
**The Management of Iron Deficiency Anemia” in the Feb- 
ruary 1958 issue of GP. : 

Physicians engaged in private practice daily encounter 
patients who are intolerant of numerous oral iron medica- 
tions. Diarrhea, constipation, gastric distress, belching, 
pruritis ani and an allergic manifestation in the form of a 
rash are the most frequent complaints. The rash is seen in 
about 44-1 per cent of all patients who absorb the notorious 
ferrous sulfate, the worst offender of all iron preparations! 

In a recent study done by me and reported in the Janu- 
ary 1958 issue of Postgraduate Medicine, 1 discussed the 
problem of intolerance to iron preparations taken by mouth. 
I had made a comprehensive study of my private patients 
whose histories revealed they had at various times taken, 
in proper doses, as many as two to five different oral iron 
preparations over a period of years including ferrous sul- 
fate. These patients were intolerant to all of these prepara- 
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Documentary Case History... 


Hypertension controlled 
for four years with serpasil 


(reserpine CIBA) 


K. C., a 67-year-old retived shirt manufacturer, had 
a 16-year history of hypertension, was troubled by 
recurrent dizzy spells and headaches. “I'd get sev- 
eral attacks a day. . . . Usually I'd go into the bed- 
room and lie down.” Serpasil therapy was started 
four years ago, effecting a gradual reduction of the 
patient’s initial blood pressure of 220/120 mm. to 
the present 140/80. Now well and asymptomatic, 
“. .. I’m able to go to matinees and see some of 
the TV shows.” 

SUPPLIED: Tastets, 4 mg. (scored) , 2 mg. (scored) , 1 mg. 
(scored) , 0.25 mg. (scored) and 0.1 mg. 

Exiis, 1 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 
PARENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. Serpasil per ml. 
Multiple-dose Vials, 10 ml., 2.5 mg. Serpasil per ml. 


Hypertension controlled through 


SYMPATHETIC REGULATION 


Serpasil shields the psychic and somatic 
reaction centers from emotional and 
environmental stress stimuli, thereby 
inhibiting the discharge of vasoconstrictive 
impulses through the sympathetic nerves. 


C I B A Adapted from Moyer, J. H., Dennis, E., and Ford, 
SUMMIT, N. J. 2/2535mK R.: Arch. Int. Med. 96:530 (Oct.) 1955. 
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tions. Complete physical examination revealed no organic 
disease other than hypochromic anemia in all but one of 
these patients. 

Therefore, I must voice my disagreement with Dr. 
Brown’s statement on page 94 that “Rarely is a patient 
encountered who is unable to tolerate or unwilling to take 
iron by mouth. Such patients are those with regional enter- 
itis, ulcerative colitis, extensive bowel resections, or colos- 
tomy, in whom iron causes accentuation of diarrhea and 
abdominal cramping. Also patients with idiopathic steator- 
rhea are often unable to absorb iron given orally.” 

I must further disagree with Dr. Brown’s old fashioned 
idea (page 87) that “hypochromic anemia is related to 
poor social and economic conditions in backward areas 
where deficiencies of dietary iron accompanies other nutri- 
tional defects.” Although many of my colleagues, because 
’ of political differences, might well consider Washington, 
D. C. a “backward area,” statistics show living standards 
in our nation’s capital are well above the national average. 
Today, fad diets, cigarette and coffee lunches, the cocktail 
party in lieu of dinner and such, have brought hypochromic 
anemia to “egg heads” and millionaires! 

On page 93, Dr. Brown outlines his method of treatment 
with oral iron. He gives the medication after meals, on a 
full stomach. In my research on the problem of hypo- 
chromic anemia I found that most authorities as well as 
those informed on other nutritional problems, recommend 
giving oral iron on an empty stomach (Moore, C. V.: Iron 
Nutrition. In: Congress of European Society of Hematology 
Abstracts, 1953, page 29 and Smith, M. J.: Iron Deficiencies 
in Infants and Children; Medical Clinics of North America, 
November 1953, page 1,653). This is done to favor as great 
a degree of absorption as possible. 

Research also revealed that “when given on a full stom- 
ach, oral iron is particularly unstable in the gastrointestinal 
environment and rapidly reverts to highly irritating ferric 
compounds. Many foods by virtue of their content of or- 
ganic acid or other digestive products form insoluble or 
undissociated complexes, chiefly ferric and thus interfere 
with the absorption of iron.” (Sharper, L. M., Peacock, 
W. C., Cooke, R. and Harris, R. S.: The Effect of Phytate 
and Other Food Factors on Iron Absorption. Journal 
Nutrition, 41:433, 1950). Other references are given with 
my article. 

There are other contestable points in Dr. Brown’s pres- 
entation but these I will leave to be picked up by my fellow 
general physicians who see so many patients contradicting 
some of Dr. Brown’s statements. 

It is plain that Dr. Brown and other hematologists are 
treating an entirely different kind of patient than those 
seen in the daily practices of most of us. I have a com- 
munication from Dr. Paul R. McCurdy, chief hematologist, 
Georgetown University Section, District of Columbia Gen- 
eral Hospital in which he states ‘‘the hematologist in gen- 
eral sees a sicker patient, one who is more anemic and has 
more symptoms due to anemia. Such a patient might be 
more willing to tolerate minor side effects without com- 
ment because of greater good that comes from treatment.” 

I might add that such patients are “captive” patients 
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and are less prone to assert their discomforts as the not 
too sick “‘non-captive” patients seen in everyday general 
practice. Dr. McCurdy has also found that “ferrous sulfate 
does have a problem with tolerance.” 

I hope that GP will see fit to publish these remarks 
which I am presenting merely to bring out the differences 
between responses elicited by “captive” or institutional 
patients as compared with “non-captive” or private patients 
as seen in general practice. The general physician must be 
cautious and ever quizzical of that which he reads. He 
must not allow himself to be swayed against his better 
judgment by some of these writings. 

I would like very much to hear from my fellow AAGP 
members on their experiences with intolerance to oral iron 
preparations. 

I. Putturps FROHMAN, M.D. 
Washington, D.C. 


As is GP’s policy, Author Brown was asked if he would 
like to reply. He did.—Menpicat Eprror 


Dear Sirs: 

The first question Dr. Frohman raises concerns intoler- 
ance to ferrous sulfate. Intolerance to iron compounds, 
being a largely subjective phenomenon, is difficult to study 
under strictly controlled conditions. To my knowledge no 
satisfactory investigation of iron intolerance employing 
adequate safeguards such as the double blind technique 
has been reported. Of the available estimates of the inci- 
dence of iron intolerance the 40 to 60 per cent reported by 
Dr. Frohman tops the list. 

I do not wish to minimize the fact that a certain number 
of people cannot or will not take ferrous sulfate or other 
iron salts by mouth. However, it has been my experience, 
and that of many others, that when ferrous sulfate tablets 
are given with or after meals in gradually increasing doses 
the number of patients who must discontinue this medica- 
tion is few. For these patients other types of oral iron 
preparations may be tried and may prove successful. The 
infrequency of their need, in my experience, scarcely jus- 
tifies their routine use and the attendant doubling or tri- 
pling of expense to the patient. 

When I stated that there was an increased predisposition 
for iron deficiency anemia to develop in patients living in 
backward areas with poor social and economic conditions, 
there was no implication that hypochromic anemia is con- 
fined to this population. Certainly, no economic class is 
exempt from chronic blood loss that is responsible for the 
development of hypochromic anemia in the great majority 
of adult patients. 

Substandard dietary intake of iron and high birth rate 
which often accompany lower economic status are merely 
additional factors that increase the incidence and severity 
of hypochromic anemia. The choice of alcohol and ciga- 
rettes in preference to more nutritious diets by patients in 
Dr. Frohman’s practice may be another accentuating fac- 
tor. However, I should like to re-emphasize that in this 
country one should focus attention on finding the source 
of blood loss rather than stress the role of dietary iron 
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in angina pectoris 


new Peritrate with Nitroglycerin 


brand of pentaerythritol tetranitrate 


for immediate relief of the acute attack 
plus 


extended protection against subsequent episodes 


How overlap effect of Peritrate with Nitroglycerin 
extends coronary vasodilatation 


PERITRATE 


A sublingual, hypodermic-type tablet. Disintegrates completely in less than 5 seconds. 
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deficiency in any evaluation of the cause of iron deficiency 
anemia. 

There is no agreement among authorities in the field 
of iron metabolism concerning the “‘best” time to prescribe 
iron—before, during or after meals. My reason for pre- 
scribing iron after meals is to minimize gastrointestinal 
irritation. The suggestion that food-iron complexes within 
the intestine are more irritating than ferric iron alone is 
unsupported by experimental evidence. 

It is true that iron given after meals is usually absorbed 
less well than when given in the fasting state, but the dose 
that is prescribed is in sufficient excess to compensate for 
the reduced absorption and allows hemoglobin synthesis 
to occur at near-maximal rates. Unless one could insure a 
faster rate of hemoglobin regeneration, taking advantage 
of the greater absorption of iron in the fasting state would 
be of little therapeutic benefit. 

Dr. Frohman raises an interesting point when he postu- 
lates two patient populations, “captive” and “‘non-cap- 
tive,” who respond differently to therapeutic iron adminis- 
tration. Differences in degree of sophistication, education, 
emotional stability and articulateness would seem likely to 
contribute to patients’ response to many types of medica- 
tions. This likelihood re-emphasizes the need for extremely 
careful controls when subjective symptoms are being eval- 
uated. It should be pointed out, furthermore, that even 
“captive” patients are not mute and totally compliant and 
that most hematologists see patients with all degrees of 
iron deficiency anemia. 

Finally, I am in complete agreement with Dr. Frohman 
in urging physicians to evaluate critically what they read. 
Careful examination of research efforts and so-called ‘‘con- 
trolled” studies often reveal them to be biased or without 
substance. Unfortunately, this state of affairs is particularly 
true in the field of hematinic therapy. Only by sifting the 
wheat from the chaff will progress in medicine be made. 

E. B. Brown, Jr., M.D. 
Section on Enzymes 
Laboratory of Cellular Physiology 
National Institutes of Health 
Bethesda, Md. 


| Promising Future 


Dear Sirs: 


I have a suite available in my new medical-dental build- 


‘ing in the thriving Bay Area of California. There are only 


three general practitioners including myself in this com- 


. munity of 28,000 population. It is on a main thoroughfare, 


has adjacent parking and is close to a new $25 million 
shopping development. It is five minutes away from a 250- 
bed hospital. The other occupants of the building include 
a surgeon, radiologist, dentist, psychiatrist, chiropodist, 
pharmacist and myself. 
ship with this person in the near future. 

I would like to hear from interested general practitioners. 

Marco H. Goopman, M.D. 

San Leandro, Calif. 
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MICROWAVE 


BURDICK 
MWw-1 

MICROWAVE | 
UNIT 


The physiological effects of microwave dia- 
thermy are deep tissue heating (up to 106° F. 
two inches deep in muscle tissue) with 
increased blood fiow. 

In microwave diathermy radiations may be 
reflected, focused or directed to the exact 
area desired. The floating arm with spacer 
permits easy positioning of the director, to 
the treatment area — without skin contact. 
Single power control and automatic timer 
insure simple operation and time-saving 
convenience. 

With the Burdick MW-1 Microwave you 
have the confidence of superb workmanship 
backed by a nationwide service organization. 
The Burdick Corporation is happy to supply 
you with further information on Microwave 
Diathermy, or to give you a free demonstra- 
tion of the MW-1. 


The Burdick Syllabus, a 
builtin on physical medi- 
cine, will be sent you 
regularly on request. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 


Branch Offices: New York * Chicago * Atlanta * Los Angeles 


Dealers in all principal cities. 
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may do more harm 


A patient.is not always fortunate enough to still be in bed 
when collapse occurs due to a precipitous drop in blood 
pressure. Such a collapse is a frequent hazard that accom- 
panies the use of ganglionic blocking agents. 


In contrast, Veralba-R lowers blood pressure without im- 
pairing vasomotor reflexes which guard against postural 
hypotension and help distribute blood volume according 
to physiologic needs. 


Composition: Each grooved, uncoated Veralba-R tablet 
contains 0.4 mg. of chemically standardized protoveratrine 
and 0.08 mg. of reserpine. Supplied in bottles of 100. 


Literature and clinical supply package available to physi- 
cians on request. 


VERALBA- 


PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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Usual Do 
“Even in double the usual dosage, eames hag 
[Miltown] produces no behavioral toxicity 
in our subjects as measured by our 400 mg. 
tests of driving, steadiness, and vision.” 200 mg. 
ted 
Relieves anxiety, tension and muscle spasm tabiets, 
bottles of 50. 


in everyday practice M. 4 ] t @ D.G., Kelly, B. 
iller, J. G., Gerard, R. W. 
m with unexcelled safety 1 ‘Ana. Pork 
meprobamate (Wallace) Se. 67: 701, May 9, 1957. 
= without impairing 
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| 
4 
| 


PERSONALITIES 


IN THE MEDICAL NEWS 


Gregory Pincus, Sc.D. 
John Rock, M.D. 
Both Sides of a ‘‘ Wonder’ Pill 


THE ‘DRUG INDUSTRY, doctors, demographers and church men are § 
watching closely an experiment under way in Puerto Rico. A “pill” 
that both induces and suppresses conception is being tested in 250 
women. For many years, few top minds in science and medicine were 
attracted to contraceptive research. But recently, a number of endo- 
crinologists and gynecologists (many known for their work in pro- 
moting fertility) have been challenged by the search for the simplest 
of contraceptives—a pill. Using a synthetic substitute for the natural 
hormone progesterone, researchers find ovulation can be inhibited. 
Amazingly enough, the “pill” also aids fertility. This double benefit 
is perhaps the result of the collaboration of two Massachusetts re- 
searchers, Drs. Gregory Pincus (upper left) and John Rock (lower 
left). Pincus, a biologist who has taught at Harvard, Clark, Tufts and 
Boston University, is research director of the Worcester Foundation 
for Experimental Biology. He began work on oral contraceptives in 
1951, on a grant from the Planned Parenthood Federation. Dr. Rock, 
professor-emeritus of gynecology at Harvard, was also conducting 
experiments using progesterone, working with the Fertility and 
Endocrine Clinic, Free Hospital for Women, Brookline. He believed 
that most problems of infertility were the result of hypoplasia of the 
Fallopian tubes and the uterus. By the administration of female sex 
hormones, Rock believed the growth of the reproductive organs 
would be stimulated. Meeting at a scientific assembly, the two re- 
searchers swapped experiences, began working together. Bothr got 
promising results, (out of 27, four of Rock’s patients became preg: 
nant promptly after dosage was halted; Pincus had proof of 100 per 
cent inhibition of ovulation during dosage), but agreed progesterone 
had its drawbacks (large quantities were required and it failed to pre- 
vent ovulation 15 per cent of the time, usually in the first or second 
cycle of treatment), so, with the aid of major drug concerns, they 
developed two more effective compounds. In 1954 the Puerto Rican 
tests were begun, again with good results (100 per cent efficacy). 
But, say Drs. Pincus and Rock, more extensive testing (five years) 
must be done, both for concrete proof and the uncovering of side 
effects, if any. 
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Arthur S. Flemming 
The New Side of a Long Career 


THE APPOINTMENT of Arthur Sherwood Flemming as 
the new Secretary of Health, Education and Welfare 
came as a surprise to very few people. To the depart- 
ment, Flemming, first lay president of Ohio Wesleyan 
University, brings one of this country’s longest and 
best records as a government administrator and per- 
sonnel expert. In 1939 he began his government career 
as a member of the U.S. Civil Service Commission, a 
post he held nine years. During World War II, Flem- 
ming took on many jobs, including positions in the 
Office of Production Management, the War Manpower 
Commission and the Navy. At two different periods he 
has been a member of the Commission on Organization 
of Executive Branch of Government and is currently a 
member of the President’s Advisory Committee on 
Government Organization. Other key jobs have been 
the chairmanship of the Advisory Committee on Per- 
sonnel Management, Atomic Energy Commission, and 
the directorship, Office of Defense Mobilization. For 
four years’ service in the latter position, President 
Eisenhower decorated him with the Medal of Freedom. 
A staunch Republican, Arthur Flemming was last 
year’s chairman of the President’s Career Executive 
Committee and a trustee of Eisenhower Exchange Fel- 
lowships, Inc. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practiioners will 
have an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


*Jul. 16-18. New York University-Bellevue Medical Center, full- 
time course on auscultation of the heart, New York City. 

*Jul. 21-24. New Mexico chapter, Ruidoso summer clinics, Navajo 
Lodge, N. M. (14 hrs.) 

*Jul. 21-24. University of Colorado, course in ophthalmology, 
Denver. 

*Jul. 31—-Aug. 2. Colorado chapter, fifth annual St. Joseph's 
clinics, Denver, Colo. (15 hrs.) 

*Aug. 5-21. University of Southern California Postgraduate Divi- 
sion, cruise course on recent advances in diagnosis and 
treatment, Princess Kaiulani, Honolulu and on board 
The S. S. Matsonia. (24-30 hrs.) 

*Aug. 11-16. University of Colorado, seventh annual western 
cardiac conference, Denver. 

Aug. 12-24. Israel Medical Association, fourth world medical 
assembly, Tel Aviv, Haifa, Jerusalem; tour sponsored 
by American Physicians Fellowship, Inc. (American 
affiliate), departs New York via El Al (srael Airlines, 
Aug. 9. 

Aug. 15-20. World Medical Association, 12th general assem- 
bly, Copenhagen, Denmark. 

Aug. 18-29. American Hospital Association, meeting, Chicago. 

Aug. 18-30. Michael Reese Hospital, course in electrocardio- 
graphic interpretation, daily, Chicago. 

Aug. 24-29. American Congress of Physical Medicine and Reha- 
bilitation, meeting, Philadelphia. 

*Aug. 25-27. University of Colorado, course on the prevention 
and management of athletic injuries, Denver. (24 hrs.) 

Aug. 29. The National Society for Crippled Children and Adults, 
eighth world congress of the International Society for 
the Welfare of Cripples, Waldorf-Astoria Hotel, New 
York City. 

*Sep. 4-9. University of Colorado, course on pediatrics, Denver. 

*Sep. 4-Oct. 30. Montgomery County (Ohio) chapter, seminar 
series on diseases of the digestive tract, Thursdays and also 
November 5, 1958, Good Samaritan Hospital, Dayton. (20 
hrs.) 

Sep. 7-11. American College of Chest Physicians, fifth inter- 
national congress on diseases of the chest, Tokyo, Japan. 

*Sep. 8. St. Louis University, course in neurology and psychia- 
try, Firmin Desloge Hospital, St. Louis, Mo. (342 hrs.) 

*Sep. 8-10. Florida chapter, obstetric-pediatric seminar, Dayton 
Beach. (15 hrs.) 


“Sep. 14-16. Wisconsin chapter, annual meeting, Milwaukee 


Auditorium, Milwaukee. 

*Sep. 15—Nov. 7. New York University-Bellevue Medical Center, 
full-time eight-week course on occupational medicine, 
New York City. 

Sep. 17. Page County (lowa) Medical Society, meeting, Shenan- 
doah. 

*Sep. 17. St. Lovis University, course in surgery, Firmin Desloge 
Hospital, St. Louis, Mo. (4% hrs.) 

*Sep. 17-18. Mississippi chapter, annual meeting, Hotel Heidel- 
berg, Jackson. 

*Sep. 18. St. Lovis University, course in urology, Firmin Desloge 
Hospital, St. Louis, Mo. (5% hrs.) 

“Sep. 19. American Academy of General Practice, Kansas Univer- 
sity and Lederle Laboratories, Annual Symposium on Infec- 
tious Diseases, Battenteld Auditorium, Kansas University 
Medical Center, Kansas City, Kan. (6 hrs.) 


CONTINUED ON PAGE 195 
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one agent for all 


Biomydrin Ophthalmic, 2 drops q.i.d., provides complete, 
effective therapy for ocular infections, allergies and 
irritations. Two antibiotics (neomycin and gramicidin) fight 
infection . . . an antibistaminic (Neohetramine®) relieves 
itching and burning . . . a vaso-constrictor (phenylephrine HCI) 
reduces congestion and inflammation. And, as 

Biomydrin contains no corticosteroids, it cannot lower 

tissue resistance to bacterial invasion! . 


Biomydrin Ophthalmic is a soothing, isotonic solution, 
buffered to the pH of tears. Plastic Dropamatic bottle 
teleases single uniform drops—no squirting! 


For ocular infections, allergies and irritations 


BIOMYDRIN OPHTHALMIC 


WARNER -CHILCOTT 
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No Income Tax? 


Doctors are tog often accused of being against items 
on the legislative docket. With this in mind, GP calls 
your attention to a resolution introduced last year by 
Representative Ralph W. Gwinn (R-N.Y.). The resolu- 
tion was referred to the House Committee on the 
Judiciary where it wil! remain buried unless it some- 
how manages to inspire popular support. GP does not 
wish to take a stand on this bill. Instead, following an 
established editorial @ictum, GP presents it as food 
for thought. It will perhaps be of special interest to 
anyone who has wondered what happened to yester- 
day’s definition of “democracy.” 

Representative Gwinn’s bill, calling for an amend- 
ment to the Constitution, would abolish personal in- 
come, estate and gift taxes. It would prohibit the 
government from entering into direct competition with 
private enterprise. Four sections are worth quoting: 

Section 1: The Government of the United States shall 
not engage in any business, professional, commercial, 
financial or industrial enterprise except as specified in 
the Constitution. 

Section 2: The constitution or laws of any state, or 
the laws of the United States shall not be subject to the 
terms of any foreign of domestic agreement which 
would abrogate this amendment. 

Section 3: The activities of the United States Govern- 
ment which vjolate the intent and purposes of this 
amendment shall, within a period of three years from 
the date of ratification of this amendment, be liquidated 
and the properffes and facilities affected shall be sold. 

Section 4: Three years after the ratification of this 
amendment the sixteenth article of amendments to the 
Constitution of the United States shall stand repealed 
and thereafter Congress shall not levy taxes on per- 
sonal incomes, estates and/or gifts. 
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Editorials 


This resolution admittedly intrigues us. If it were a 
bill to spend several billion dollars, it would arouse 
lobbyists in every corner of Washington. People would 
be writing their congressmen and taking firm pro and 
con stands. 

But instead, the resolution is being cheered by only 
a few pioneering souls who still believe in the kind of 
freedom their grandparents enjoyed. For what it’s 
worth to medicine, these are the same people who don’t 
believe in socialized medicine or, more delicately 
phrased, national compulsory health insurance. 

It might be stimulating if all of these people would 
join together and enjoy the benefits of organized action 
(a benefit Samuel Gompers outlined many years ago). 


Man and Machines 


It’s Easy to lose sight of the fact that a machine is, 
after all, only an extension of man’s mind. For some 
people, the machine becomes an entity in itself. This 
is apparent in many ways, most of them harmless. A 
ship is “she”—an automobile is either “he” or “she,” 
possibly depending on its contours—a compact, effi- 
cient power tool is often “baby” to its operator. 

In medicine, machines are usually neuter, but there 
is the same tendency to pay them undeserved respect. 
This is true especially for those that provide data or a 
record. A prominent example is the electrocardiograph 
and its product, the electrocardiogram. 

The electrocardiograph is a fine tool. It provides 
records of astonishing accuracy and precision. Such 
records can be duplicated from operator to operator 
and from machine to machine. Of course, human er- 
rors in technique sometimes creep in. The operator 
may reverse the arm leads, forget to turn a switch and 
therefore record six chest leads on AVF or even mix 
patients’ tracings. But these are minor problems com- 
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pared with those of interpretation. Here is where er- 
rors of judgment creep in—errors often related to un- 
justified awe of the data. For example—Mrs. N.L.S. 
consulted a physician six years ago because of breath- 
lessness and left-sided chest pain. The dyspnea was an 
exaggerated form of sighing. The pain was sharp, in- 
framammary and unrelated to exertion—likely to come 
during times of emotional tension. Examination was 
normal in all important respects, including routine 
laboratory tests anda chest film. An electrocardiogram 
showed inversion of T-waves in some leads. The 
physician told Mrs. N.I.S. that her general physical 
condition was good, but that the electrocardiogram 
showed changes that might indicate coronary artery 
disease. That information depressed her and she as- 
sumed that she might die at any moment. When the 
doctor later tried to reassure her, it didn’t help. Since 
then, she has seen other physicians who have told her 
that her heart is normal, that although inverted T- 
waves do occur in coronary artery disease, there are 
about 50 other causes for this—most of them in- 
nocuous—that her inverted T-waves were related to 
hyperventilation and can be entirely disregarded. Mrs. 
N.I.S. seems to understand all this at an intellectual 
level, but she cannot lose her fear of death whenever 
she gets a pain in her chest. 

Iatrogenic heart disease is only one of the conse- 
quences of incompetent electrocardiography. In any 
event, the avoidance of errors of interpretation de- 
pends primarily upon acceptance of the fact that you 
cannot “read” an electrocardiogram the way you 
read numbers on a cash register. The electrocardio- 
gram must be interpreted. This requires training, prac- 
tice, intelligence—knowledge of limitations—con- 
sideration of all other features of a case. None of these 
factors are built into the electrocardiograph. They 
are in man’s mind. 


A Most Peculiar Paradox 


Tue May issue of GP quotes an article authored by 
Miss Josephine Roche and published in the April 15 
United Mine Workers Journal. Space and deadline 
limitations made it impossible to comment at length 
but we feel that any statement on medical policy, 
issued by the director of the UMW Welfare and Retire- 
ment Fund, deserves close scrutiny. Miss Roche is also 
“neutral trustee” of the fabulous UMW fund. 

We found one statement completely confusing and 
grossly paradoxical. The fund, Miss Roche contends, 
offers ‘‘exceptionally liberal benefits.”” She further adds 
that these are “costly.” But then she states that for 
these reasons the fund won’t pay for home and office 
care rendered by a general practitioner! Dare we be 
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audacious and suggest that the fund might have saved 
fantastic amounts by encouraging beneficiaries to seek 
the services of trained family physicians who are con- 
ceded well qualified to treat 85 per cent of all illness? 

Miss Roche then loudly complains that fund physi- 
cians have been guilty of hospitalizing patients who 
could have been treated in an office, home or outpatient 
clinic. Again it seems to us that anyone with an iota of 
common sense would have anticipated this eventuality. 
It could possibly have been avoided by not deliberately 
discriminating against the family doctor. 

The UMW fund director next blasts the AMA, con- 
tending that guidance was refused. We are only sorry 
that Miss Roche did not attend an AMA reference com- 
mittee meeting three years ago in Atlantic City. There 
in her stead sat Dr. Warren Draper, Miss Roche’s out- 
spoken assistant and the fund’s medical director. For 
more than three hours, conscientious physicians from 
all parts of the country tried to tell Dr. Draper that his 
own organization had spawned its myriad problems. 
They tried to tell a seemingly reluctant colleague that 
the fund’s ill-considered discrimination had created an 
uneconomic monster and that the beast could be laid 
low only by the two-edged sword of common sense and 
a rational approach. Draper would have none of this 
but in the light of facts, Miss Roche can hardly say 
that the AMA refused to help. It’s more realistic to 
point out that the UMW refused to listen. 

Recalling recent UMW threats and admonitions, it 
might be well to remind Miss Roche and Dr. Draper 
that they are not now dealing with a trembling em- 
ployer who fears the dreadful consequences of picket 
lines and boycotts in an untenable context of violence. 
Instead, Roche & Company are trying to throttle 
physicians who are deeply concerned with the patient’s 
inalienable right to name his own doctor. Any alterna- 
tive insults the intelligence of every union member. 


The Aging Mind 


As CHRONOLOGIC AGE increases, there is an increasing 
tendency to the development of organic disease of the 
human brain. Often such disease causes mental as well 
as physical (neurologic) deficits. Yet, in older people, 
the aging process is more often a “‘state of mind” 
rather than a “‘state of brain.” 

In discussing these thoughts at the Academy Scien- 
tific Assembly last March, Dr. Daniel Blain pointed 
out that psychologic problems of oldsters arise partly 
from their attitudes toward the people and things 
around them, but mainly from the reverse type of in- 
fluence—the attitudes of society toward the aged. 
Failure to recognize that fact may lead to serious mis- 
takes in diagnosis. 
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As an example, Dr. Blain cited the ease with which 
one may mistake a situational depression for cerebral 
arteriosclerosis. Thus, the evident depression may 
have resulted from environmental influences. It is, so 
to speak, a psychologic result of attitudes toward the 
old person of his family and friends and of society in 
general. Under these circumstances, Dr. Blain added, 
the keenest observation may be needed to detect this 
fact behind a facade of pseudosenility. 

Such detection is obviously important. Mental de- 
terioration due to organic disease of the brain carries 
quite a different prognosis from that of a situational 
depression. The latter may respond well to various 
forms of treatment, provided the environmental influ- 
ences can also be changed. 

To illustrate the influence of the older person’s own 
attitudes, consider the problem of increasing deafness. 
It is easy to understand that this infirmity can lead to 
paranoid ideas. Conversations partly heard are sub- 
ject to misinterpretation and, depending upon the in- 
dividual personality, the manner of misinterpretation 
may be self-damaging. 

To carry this line of thinking a little further, when 
either physical infirmity or an environmental influence 
leads to a personality disorder in an old person, the 
disorder is likely to take an extreme form. The bad 
personality attributes have been present all along. 
But, for years, the individual has somehow coped with 
them. Then, as his environment alters or as the ar- 
teries of his brain harden, the attributes are accentu- 
ated. 

These thoughts about the aging mind have impor- 
tant implications for diagnosis and treatment. Dr. 
Blain warns that the public expects physicians to at- 
tend to the emotional needs of patients. Those needs 
of the population as a whole are multiplied in the aged. 
In some respects, specialization and refinements of di- 
agnosis interfere with the opportunity to see older pa- 
tients in the perspective of their personal and social 
problems. Dr. Blain believes therefore that there is a 
real need for more general physicians who will have 
more general knowledge of emotional problems in 
their patients. 


Kudos 


Tue 1957 annual report of the Health News Institute, 
Inc., reminds us of an earlier decision to recognize the 
fine work being done by the HNI. Organized two years 
ago, the institute is dedicated to telling thé public the 
many stories of the pharmaceutic industry. Its ap- 
proach is uniformly positive and sincere. To Chet Shaw, 
executive director, and his capable staff nucleus, GP’s 
sincerest congratulations and best wishes. 
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Federal Support to Medical Research 


AT THIS WRITING, in the early spring of 1958, it is evi- 
dent that federal support to medical research will con- 
tinue to be enormous. Again this year, the House of 
Representatives was ready to give more than was being 
spent in current programs and, significantly, more than 
the Budget Bureau recommended. 

These facts showed up especially in the House- 
approved appropriations for the National Institutes of 
Health. The total appropriation was $7 million more 
than the Budget Bureau had recommended and $7.5 
million more than current spending. House-approved 
appropriations were above current spending in every 
institute. The increments are shown in the diagram 
above. 

All this is reassuring to medical educators and medi- 
cal researchers. Many of their activities are utterly de- 
pendent on grants from the National Institutes of 
Health. It appears now that they are secure for another 
year. 


Stages of Scientific Sophistication 


Science for April 25, 1958, carried companion arti- 
cles on the problems of popularizing science. That 
term—“popularizing science”—truly refers to the 
methods for communicating scientific ideas and 
attitudes to the public. The authors made it clear that 
this is no easy task. Also, one of them (Thistle) 
suggested that within a science, the scientists have 
difficulty communicating among themselves because 
they vary in the degrees of scientific sophistication 
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to which they have attained. Some of the thoughts 
presented in this connection seem to have a direct 
application to medical science. 

Following the lead of an earlier writer, Thistle 
listed five stages of scientific sophistication and put 
them in a diagram as follows: 


Primitive | Empiricism | Classical Modern | Advancing 
‘realism science science science 
1 2 3 4 5 


Thistle defined the terms of his diagram as follows: 

**1) Primitive realism might be stated, very briefly, 
like this: x++-y+god=0. If you are trying to under- 
stand something, but can’t, you can blame it on the 
whim of a god, or pérhaps on the work of a devil. 

**2) Empiricism has at least advanced to the notion 
of using measurements made with rulers, thermom- 
eters, and so on. Then you can say how hot it is with- 
out referring to Hell. 

**3) Classical science, typified by Newton, has ad- 
vanced to the notion of using laws: the law of gravity 
and that of the relationship between temperature and 
pressure, for example. 

**4) Modern science, based on Einstein, has advanced 
to the notion of conversion: matter into energy, and 
so on.” 

(At this point, Thistle explained “advancing sci- 
ence”’ in terms that give no real appreciation of what 
this stage holds. Indeed, he concluded his explanation 
with the words, “confusing, isn’t it?” Since the appli- 
cation of his thoughts about the stages of sophistica- 
tion to medicine do not entail a consideration of ‘‘ad- 
vancing science,” there is no need to worry about the 
lack of a definition.) 

Thistle emphasized that the most important part of 
the diagram consists of the upright bars between the 
various stages. He pointed out that these barriers are 
real. ‘To go from one stage to the next— through the 
barrier—takes a tremendous amount of effort and 
many years of hard study.” However, he carefully 
warned against the idea that . . . “value is attached to 
these stages. None is to be despised. Any one of them 
is rich in its own right and different from the others, 
but it is not better than the others.” The barriers are 
significant chiefly in terms of communication. This is 
particularly so when a scientist in an advanced stage 
attempts to communicate his thoughts to scientists at 
a less advanced stage. And the more barriers between 
communicator and communicatee, the greater the dif- 
ficulty. 

A little thought will indicate that these stages of 
scientific sophistication can be used partly at least to 
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describe medical scientists. Perhaps the point can best 
be made by presenting a brief medical case history and 
considering how the patient’s problem might be han- 
dled by several different doctors. 

Case Presentation. The patient is a 35-year-old 
housewife whose physical health has always been good. 
Recently she has been more active than usual in com- 
munity affairs, has been under some nervous strain 
because of conditions at home, and has been smoking 
more heavily and getting less sleep than is her custom. 
Occasionally she has had the sensation that her heart 
‘thas stopped beating momentarily.” At 10 p.m., while 
attending a church meeting, her heart suddenly begins 
to pound away at a rapid rate. She feels faint and a lit- 
tle nauseated. A physician is summoned. 

Physician, Type I, notes that the patient appears 
pale and anxious. He listens to her heart and finds 
nothing remarkable except that the rate is 180. He 
notes that the patient’s blood pressure is 110/90. He 
concludes that she is frightened and has “tachycardia.” 
He gives her an injection of a rapidly-acting sedative 
and “stands by.” In about 20 minutes, she declares 
that she feels all right, and indeed she does look bet- 
ter. At that time, the physician finds that her heart 
rate is 80 and he sends her home to bed. Conclusion: 
Physician, Type I, is operating as a “primitive.” 

Physician, Type II, registers the same preliminary 
observations. However, on the basis of the patient’s 
story, he makes a tentative conclusion of paroxysmal 
auricular tachycardia. He tests the effect of compres- 
sion of the carotid sinus upon the cardiac rate. In- 
stantly, the patient’s heart rate drops to 86, she feels 
all right again, and everyone is satisfied with a rather 
mechanistic view of the whole situation. Conclusion: 
Physician, Type II, is an “empiricist.” 

Physician, Type III, outwardly reacts to the pa- 
tient’s problem just as Physician, Type II. It is neces- 
sary to look into the third doctor’s mind to find a dif- 
ference. Then it is evident that he is a “classical scien- 
tist.” He “understands” the arrhythmia in terms of 
electrical and physiologic data that he translates into 

The classification of the three physicians has been 
made arbitrarily in terms of their reactions to only 
one type of problem. It is possible, though unlikely, 
that the first physician would behave as a “classical 
scientist” in other instances, and he undoubtedly 
would show “empiricism” in quite a few. In any event, 
the important consideration is that whenever he is 
operating at the “primitive” stage, it will be difficult 
for him to register communications from a more so- 
phisticated stage. 

In fact, Thistle was quite pessimistic about the 
transmission of details back through even a single one 
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of the barriers between stages of scientific sophistica- 
tion. He wrote, “It is about time that we stopped ex- 
pecting miracles of even the best exposition; you can 
get the same glassy stare by declaiming Gaelic poetry 
to a deaf sea gull. In this you would come up against 
four barriers: an unusual form (poetry); an unusual 
language (Gaelic) ; a defective transmitting mechanism 
(impaired hearing apparatus) ; and receiving apparatus 
so inappropriately trained for the job that it might just 
as well not exist (the cortex of a sea gull).” 

That pessimistic attitude is fully justified only when 
the communicator lacks appreciation of the degree of 
sophistication of the individual (or audience) he is 
trying to reach. 

So, when transmission of thoughts back through the 
barriers is considered important, the communicator 
should first appraise the stage of sophistication of his 
listener. 

Next, and in any event, he should strengthen his 
techniques of communication. As Thistle points out, 
there are “some very old precedents for breaking 
through the barriers and talking to ordinary folk about 
extraordinary things. Jesus had such a problem. His 
technique was to put what he had to say into a perfect 
little short story, dealing only with familiar things that 
you can touch and see. He would begin with, ‘A cer- 
tain man had two sons,’ or ‘Behold, a sower went forth 
to sow.” To this day, the only device I know that will 
actually work . . . is this same technique of analogy, 
comparison, metaphor, simile, and parable.” 


Precision in Terminology 


In our DAY-TO-DAY clinical experience, the precision 
with which we use diagnostic or descriptive terms is 
a reflection of clarity of thinking with reference to 
cases at hand. 

In recent years commendable improvement in med- 
ical parlance is evident in case records and in the 
medical literature. For instance, chronic myocarditis, for 
heart trouble of ill-understood nature, has fortunately 
disappeared from usage. Afrial has largely replaced 
auricular in terms such as atrial septal defect, atrial 
fibrillation, atrial flutter, just as atrium has replaced 
auricle. Some would recommend that ischemic heart 
disease be substituted for the designation coronary ar- 
lery disease. 

Increased precision, as well as consistency, in the 
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terms used for the functional abnormality of heart 
valves is urged. At present incompetence, insufficiency 
and regurgitation are used essentially interchangeably 
to describe leak at any one of the four heart valves. 
Aortic incompetence, for instance, is used especially 
often in the British literature. Aortic insufficiency is 
used more in the American literature, as will be in- 
dicated by a glance through the National Library of 
Medicine’s index of the current periodical literature. 
Insufficiency is the term used by this index as subject 
heading. 

Furthermore, insufficiency is the term recommended 
by the New York Heart Association’s Criteria Commit- 
tee for use when “structural alteration in the valve 
leaflets” is present; incompetence is to be used when 
such alterations are absent and dilatation of the valve 
ring is responsible for the regurgitation. 

Despite these weighty authorities, it is urged that 
regurgitation be adopted as the term of choice. It 
describes precisely the dynamic defect, the physiologic 
aberration responsible for the patient’s symptoms, 
signs, death and anatomic findings. A stenotic valve 
is insufficient and incompetent in the performance of 
one of the two functions of a valve, namely, that of 
opening wide to produce minimal obstruction to for- 
ward flow. 

It is entertaining to note that in writing about aortic 
regurgitation in 1832, before the terminology in this 
field became at all established, Corrigan used the terms 
inadequacy and inefficiency. Aortic inadequacy and aor- 
tic inefficiency are as good and as bad designations as 
aortic insufficiency or aortic incompetence. 

The British tend to use incompetence in connection 
with the aortic valve, insufficiency with the mitral 
valve. The New York Heart Association, as stated 
above, recommended incompetence for the so-called 
relative insufficiency. 

If one uses the term regurgitation exclusively, slight 
complications arise when one refers to what is now 
termed relative insufficiency. The designation relative 
regurgitation is open to criticism on the grounds that 
regurgitation is by necessity always absolute; i.e., it 
is or is not present. (Waldman of Brooklyn, New York, 
suggests the term secondary regurgitation for that 
variety not due to defect of the valve cusps but rather 
of the valve seat.) 

So confusing is the interchangeable use of the terms 


_ insufficiency, incompetence and regurgitation that the 


consistent use of the most precise of these, regurgita- 
tion, is strongly proposed. Even relative regurgitation 
is not so objectionable as is the present chaotic state, 
but if he prefers, the purist may use secondary re- 
gurgitation. —Vicror A. McKusick, 

Johns Hopkins Hospital, Baltimore. 
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Although desiccated thyroid has some use as a placebo 

and possibly as an alterant, it attains its finest use in treatment 
of myxedema. That disease often goes unrecognized for long periods 
(1) because its manifestations develop so gradually and (2) because 
physicians watt for too many symptoms before they are willing 

to make the diagnosis. In many cases, the patient's myxedema 
masquerades as some other condition. Sometimes the full extent 

of the patient’s disability is apparent only in retrospect— 

after observation of the results of treatment. 


Thyroid Therapy in General Practice 


= STANLEY R. TRUMAN, M.D. 


Oakland, California 


DESICCATED THYROID is potent, cheap and prescribed 
more often than any other medication except aspirin. 
Effective substitutes for desiccated thyroid and thy- 
roxine have been introduced recently, including 
sodium L-triiodothyronine (liothyronine, New and 
Nonofficial Drugs; Cytomel, Smith, Kline & French) 
and triiodothyronine (Trionine, Roche). There is evi- 
dence that these drugs are capable of producing satis- 
factory responses in some patients who are refractory 
to thyroid or thyroxine. 

Desiccated thyroid and its derivatives are used for 
three purposes: as a placebo, as a physiologic alterant 
and as a substitute for deficient thyroid production. 


As a Placebo 


The patient for whom thyroid is prescribed as a 
placebo is usually the one who complains, ‘I’m always 
tired.” Mrs. C.P. knew exactly what was wrong with 
herself; she had read an article entitled, “If You’re 
Tired, Maybe It’s Your Thyroid,” and the symptoms 
fitted her case exactly. I first saw her in February, 1956. 
She was 38 years of age, complained of fatigue, no pep, 
had distress and belching after meals, was frequently 
bloated, had constipation most of her life, liad sexual re- 
lations about once every four months and did not en- 
joy the experience. Her two children were in college 
and had begun to show signs of independence. Her 
husband was very busy succeeding and in being a very 
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important person in the community. She was ex- | 
tremely afraid of becoming pregnant and feared grow- 
ing old. Extensive physical examination and labora- 
tory procedures revealed nothing abnormal. Her basal 
metabolic rate was minus 12 and minus 15, and the 
protein-bound iodine was 4.8 micrograms per 100 cc. 

Actually she was fatigued from her emotional con- 
flicts, hostility to husband, inability to break the in- 
fantile ties to her children, anxiety over possible preg- 
nancy, inadequate sexual adjustment, guilt over her 
inability to cope with things others seem to cope with, 
and failure to create worthwhile adult activities. As 
the examination progressed it became apparent that 
she had almost no insight. The casual mention of the 
word “psychiatrist” caused such an obvious reaction 
it was clear that to follow this track would simply 
cause a change of doctors. So I told her that her me- 
tabolism was a little low and prescribed a quarter of a 
grain of desiccated thyroid per day. I used the thyroid 
as a means to bring her back for weekly visits. 

On these visits I permitted her to ventilate her 
hostility and anxiety, gave her instruction and en- 
couragement, and maintained a permissive attitude. 
On one occasion I had her bring a list of all the things 
she didn’t like about her husband. She apparently 
relished this, but on the next visit I had her bring a 
list of all his good points so that she would not build 
up guilt about her hostile feelings. The procedure gave 


her obvious release of tensions. I carefully reviewed 
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her contraceptive techniques. On one visit I asked her 
if she had lost the art of seducing her husband and 
suggested that she buy some new perfume and a fetch- 
ing gown. After three months she was greatly im- 
proved and the thyroid was discontinued. 

Patients like Mrs. C.P. are nor suffering from hypo- 
metabolism. They are suffering from ennui, frustration, 
insufficient rest and exercise, mild neuroses, psy- 
chasthenia or hypochondria. If some organic condi- 
tion is present, it is no more likely to be hypome- 
tabolism than anything else. Of course their organic 
diseases should be diagnosed and treated, but we must 
recognize the psycho-emotional disorders and not be 
fooled into treating them as organic diseases. 

If we use a placebo is there adequate justification 
for use of a potent agent such as thyroid? A placebo is 
obviously one form of suggestion therapy. The more 
strongly the suggestion is fortified by custom and popu- 
lar conception (or misconception) the more potent 
and more effective the suggestion. At the present time 
many patients believe strongly that thyroid is the medi- 
cation for the “I-lack-pep syndrome.” In these patients 
we may find justification for the use of thyroid as a 
placebo. If thyroid is prescribed, it must be in such 
small doses that the normal physiologic functions are 
not upset. A better rule to follow would be that a 
placebo should always be an inert substance 


As a Physiologic Alterant 


This is a realm of opinion and a thousand opinions 
do not make one fact. There is a long list of condi- 
tions in which no positive evidence of hypothyroidism 
exists. These conditions are supposed to respond in 
some as yet unknown way to desiccated thyroid or its 
derivatives, but they are not subject to verification by 
laboratory tests or statistical analysis. Their diagnosis 
and treatment, and the evaluation of the results of 
treatment, depend upon our clinical acuity, judgment 
and integrity. Many professors of medicine exhibit ex- 
treme skepticism when these conditions are discussed. 


Yet, let anyone try to determine with scientific posi- 
tiveness whether or not a woman showing a high de- 
gree of infertility is or is not helped by treatment with 
thyroid. There is hardly a physician who practices ob- 
stetrics who cannot recite a case of infertility which 
“responded to thyroid.” 

Mr. and Mrs. L.H. had been married four years—no 
contraceptives and no pregnancies. Both had been 
thoroughly worked up by two groups of physicians 
and no cause for the wife’s failure to become pregnant 
could be found. Neither showed any clinical or labora- 
tory evidence of hypothyroidism. Both were given 
desiccated thyroid, 1 grain daily, and six months later 
she was pregnant. Three years after the birth of this 
child she again was not pregnant. Careful evaluation 
again failed to show any cause. Four months after both 
had started taking desiccated thyroid again, she was 
pregnant for the second time. 

Could it be that we are dealing with super-sugges- 
tion therapy ? That is, we, the doctors, are so thorough- 
ly convinced of the efficacy of this form of therapy that 
we hypnotize the patient into responding. It could be. 

Miss E.R., a nurse in a doctor’s office, suffered from 
menorrhagia. She lost considerable time from work 
and repeatedly became anemic from blood loss. She 
did not appear nor act hypothyroid. Her BMR was 
minus 20, her PBI 5.2 micrograms per 100 cc. She did 
not believe thyroid would do any good, but her doctor 
showed her the list of conditions responding to thy- 
roid, and menorrhagia was on the list. After taking 
desiccated thyroid, 1 grain daily for a month, she had 
a normal period for the first time in several years. 
Periods have continued normal on this dosage. 

We can also correct menorrhagia and alter the men- 
strual cycle at times with hypnosis. Did this nurse re- 
spond to thyroid medication or to potent suggestion 
therapy? At the moment I see no way of deciding. 

Here is an alphabetic arrangement of a long list of 
conditions that are supposed to respond to treatment. 
The starred (*) items are those which I feel in my 
own experience have occasionally responded to treat- 
ment with thyroid or liothyronine when other medica- 
tions have failed and psychic and environmental fac- 
tors have been (adequately?) ruled out. 


Acne* 
Amenorrhea* 
Bath itch 
(senile itch) * 
Brittle nails* 
Corneal ulcers 
(recurrent) 
Dysmenorrhea* 


Eczema* 

Fibrositis* 

Fatigue headaches 

Hyperinsulinism 

Headaches 

Hypopituitary dwarfism 

Infertility (male and 
female) * 


Myxedema frequently is overlooked by physicians be- 
cause they wait for too many symptoms before they 
are willing to make the diagnosis. 
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Irregular menstruation* Rheumatoid arthritis 
Lipoid nephrosis Scleroderma 


Menorrhagia* Trichomonas vaginitis 
Obesity * Toxemia and vomiting 
Osteoarthritis * of pregnancy 


We are in the middle of a wave of enthusiasm for 
the diagnosis and treatment of “metabolic insuffi- 
ciency.”’ Many of the conditions listed as nonhypothy- 
roid but responding to medication with thyroid also 
fall into this category. There is a flood of articles pub- 
lished and in publication that portray a nonmyxedema- 
tous state with normal PBI and normal or near normal 
BMR that respond regularly to lothyronine and only 
sometimes to desiccated thyroid. It is theorized that 
the circulating thyroid hormone is coverted into L- 
triiodothyronine for utilization by the tissues, In this 
nonmyxedematous hypometabolic state which fails to 
respond to desiccated thyroid, there is thought to be 
faulty utilization of the thyroid hormone by the tissues, 
although there may be enough produced by the thy- 
roid gland. 

We must exhibit extreme skepticism in evaluating 
results of the treatment of the conditions listed. On 
scanning the literature, it appears to me that many re- 
ports are carry-overs from one author to the other 
without adequate critical evaluation. Frequently the 
articles are testimonials rather than carefully con- 
trolled scientific works. Also the symptoms associated 
with these conditions are practically identical with 
the symptoms of neurasthenia and psychasthenia, and 
these must be included in the differential diagnosis. 
Neurasthenics and psychasthenics are among our 
most highly suggestible subjects, and using the thera- 
peutic response as a test of the diagnosis can be com- 
pletely misleading. 

There is recent work indicating that persons in the 
euthyroid state maintain this normal condition when 
thyroid is given, by simply making that much less thy- 
roid secretion of their own. It is claimed that this bal- 
ance is maintained during the giving of up to 3 to 5 
grains of desiccated thyroid or its equivalent per day. 
If these findings and theory are accepted, it can be 
contended that giving thyroid to a euthyroid person 
simply produces iatrogenic hypothyroidism that must 
be maintained on exogenous thyroid. When the thy- 
roid is discontinued, it will take from one to six weeks 
for the normal thyroid function to be reestablished. 

These findings and theory do not fit the experience 
we all have had with the occasional patiert who seems 
to be in perfectly normal euthyroid state and who still 
cannot tolerate even small doses of desiccated thyroid. 
I recently saw a 32-year-old school teacher with 


‘menorrhagia. She had a BMR of plus 8 and a PBI of 


The patient for whom thyroid is prescribed as a 
placebo is usually one who complains, “I’m always 


tired.’’ 


4.8 micrograms per 100 cc. After about three weeks on 
desiccated thyroid, 4% grain daily, she developed 
palpitation and a sense of nervousness. Her pulse was 
90, but no other signs of hyperthyroidism were pres- 
ent, and the tests were not repeated. Symptoms dis- 
appeared in five days. After an interval she tried the 
thyroid again. In about two weeks the symptoms re- 
curred, and the medication has been discontinued. 
There is such a firm conviction among physicians 
that a number of nonhypothyroid conditions do re- 
spond to thyroid and its derivatives that thyroid ther- 


- apy will probably continue to be popular. This does 


not mean necessarily that it is scientifically correct. 

Some physicians recommend that to get the desired 
result, large doses of desiccated thyroid are necessary. 
At a recent Academy meeting, a lecturer made the 
recommendation that dosage should be “5 to 10 
grains daily.” Most authors seem to prefer smaller 
doses, gradually increased, feeling that there is need 
for changes that take time, and that prolonged gentle 
therapy allows these changes to take place. 


Hypothyroidism 


Myxedema frequently is overlooked by physicians 
because they wait for too many symptoms before they 
are willing to make the diagnosis. I have not seen a pa- 
tient with a “complete picture” of myxedema in 25 
years of medical practice. The cases of myxedema that 
I have seen have shown only some of the manifesta- 
tions of that disorder, and many of them have re- 
sembled entirely different conditions. 


A Cast or MENTAL DEFICIENCY 


A 17-year-old girl had been failing miserably in 
school and had been kept in school only because the 
laws of our state require attendance through the age of 
18. She was referred to me by a beauty parlor operator 
who insisted “there must be something wrong with her 
glands because her hair is so dry.” The patient was 
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dull and sluggish in appearance and reaction, and her 
hair and skin were dry. The stocky build and slight 
roundness of her face seemed to be characteristic of her 
family. The usual laboratory tests were within normal 
limits except for a BMR of minus 32. She was started 
on % grain of desiccated thyroid daily, and in four 
weeks the dose was raised to 1 grain daily. A little over 
six months later the vice-principal of the school re- 
ported that the girl had changed from a dull failure to 
an alert, pleasant girl capable of maintaining a normal 
rate of progress in typing and other work. Her hair 
and skin improved remarkably. She is maintained on 
desiccated thyroid, 1 grain daily. 


A Case or PossisLE MEGACOLON 


This patient consulted me because I had helped a 
friend with constipation, and the friend insisted that 
‘something had to be done about her constipation.” 
She had not moved her bowels without an enema for 
years. Frequently she would go more than a week with- 
out a movement. Her abdomen at times would become 
obviously distended. A barium enema had shown a very 
distended colon that had been diagnosed as “possible 
megacolon.” Surgical therapy had been considered. 
Other criteria of hypothyroidism were minimal, and 
the finding of a minus-30 BMR was a surprise. How- 
ever, the bowel symptoms improved soon after desic- 
cated thyroid was started, and after about two months 
on 2 grains of thyroid daily, she was having regular 
movements, 

The patient showed improvement in other ways too, 
proving her real problem was hypothyroidism. She lost 
the roundness and fullness of her face which had not 
been apparent because she had always been seen that 
way. She became more energetic, decided to earn some 
money, took a course in radio repair work and actually 
got a job. She also reported that before medication had 
been started she had never experienced an orgasm, but 
that after about a year on thyroid she was experiencing 
an orgasm about half the time. 


There is hardly a physician who practices obstetrics 
who cannot recite a case of infertility which “‘respond- 
ed to thyroid.” 


PossIBLE SCHIZOPHRENIA 


An ll-year-old girl was considered a_ possible 
schizophrenic. She was not playing with other chil- 
dren, often just sat by herself, spent much time in the 
house, and was acting withdrawn. She had been doing 
progressively poorer work in school. The teacher sus- 
pected a low intelligence quotient and had requested 
an intelligence test which showed an I.Q. of 92. Physi- 
cal examination revealed a slight roundness and full- 
ness of face, a thickness and dryness of the skin, slow- 
ness of responses, hemoglobin of 9 grams per 100 cc. 
of blood, and a BMR of minus 22. On 1 grain of desic- 
cated thyroid daily, there was a great improvement, 
sufficient to indicate that this child neither had an 
I.Q. as low as 92 nor was schizophrenic. The hemo- 
globin rose to 12.8 grams per 100 cc. without any other 
medication than the thyroid She now plays more nor- 
mally with other children. 


A Case or Carpiac DECOMPENSATION 


The chief complaint of a woman, aged 40, was short- 
ness of breath. She was on digitoxin, 0.2 mg. daily. 
She was overweight, had pitting ankle edema, a pulse 
rate of 64 with numerous extra systoles, and scattered 
rales at both bases. Fluoroscopically her heart seemed 
large and the beat limited in excursion. The clues that 
aroused the suspicion of hypothyroidism were the dry 
skin and hair, sensitivity to cold and constipation. 
Her BMR was minus 34. I started her on % grain of 
thyroid daily. Two weeks later she thought she “might 
feel a little better.”” The dose was gradually increased, 
and she is now maintained at a BMR of minus 15 on 
1% grains daily. She is free of edema and rales, her 
weight is normal, her dyspnea is gone, and her con- 
stipation is improved. The digitoxin has been discon- 
tinued for several years. 


A Case oF OBESITY 


A 24-year-old Indian girl had been given a scholar- 
ship to study in our community. At first she did very 
well but gradually she did poorer and poorer work. 
She was always obese. At the time I saw her, she 
weighed 218 pounds and had gained 15 pounds in the 
last four months. The school nurse referred her to me 
because of her obesity. It was thought that her poor 
work in school was due to homesickness. Her record 
showed that she had been diagnosed as hypothyroid 
and had been taking 2 grains of thyroid daily which 
she had discontinued when she left home. Her protein- 
bound iodine was 2.2 micrograms per 100 cc. On re- 
sumption of the thyroid, she rapidly returned to her 
normal, alert, cheerful self. At the same time, a 1,000- 
calorie diet was instituted, and she lost steadily and 
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rapidly to 185 pounds where she is now staying on a 
rest period from the dieting. 


Discussion 


Real hypothyroidism is a serious and incapacitating 
disease that should be diagnosed early and treated 
promptly and adequately. Those of us in general prac- 
tice are sometimes the first and often the only doctors 
these people will ever see. If we wait until the “text- 
book picture” of hypothyroidism has developed, many 
of these unfortunate people will be untreated for years 
or may never be treated. We must always have some 
simple rules that will make us look for cases of hypo- 
thyroidism and detect them in earlier stages. 

It is easy to remember “cold-blooded, constipated, 
tired, dry skin and hair, and sluggish.” When one of 
these symptoms is present, add hypothyroidism to the 
differential diagnosis. Then study the whole patient, 
with the following lists of symptoms, signs and 
laboratory findings in mind. 


OUTSTANDING SYMPTOMS 


Weak and tired—no pep 

Slow in thought and action 

Cold-blooded, needing more heat, clothes and 
blankets than others 

Constipated and bloated 

Shortness of breath on moderate exertion 

Menstrual disturbances 

Aches and pains and stiffness 

Acroparesthesias 


OUTSTANDING SIGNS 
Dry skin and hair 


Brittle nails 

Appearance of obesity (rarely true obesity, but fill- 
ing in of the soft tissues such as those around the eyes) 

Husky voice 

Enlarged heart (blood pressure changes are not con- 
stant) 

Slow pulse 

Slowed relaxation phase of deep tendon reflexes 


LABORATORY FINDINGS 


Basal metabolic rate, minus 20 or lower 
Protein-bound iodine below 4 micrograms per 100 cc. 
Radioactive iodine uptake below 15 per cent 
Electrocardiogram of the low voltage type 
Hypochromic anemia 
Increase in blood cholesterol (not constant enough 
to be used for diagnostic purposes) 
Low blood sugar with flat tolerance curve 
Rapid sedimentation rate (not constant) 
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Evaluating the Laboratory Tests 


There is still no perfect test for thyroid function. 
The basal metabolic rate is the most widely used test and 
probably will continue to be so for several years to 
come. The test is readily available, is (usually) in- 
expensive, but it is an indirect measure of thyroid 
function and is susceptible to many familiar errors. 

The protein-bound iodine is a measure of the circulat- 
ing thyroid hormone. The test is delicate and must be 
done with minute accuracy. The blood can be shipped 
and so the test is available to any physician. As with 
BMR, the test is erroneously low in anorexia nervosa, 
starvation, Addison’s disease, Simmond’s disease, 
nephrosis and after mercurial diuretics. 

The radioactive iodine uptake is not a true measure of 
metabolic activity but measures the thyroid gland’s 
iodine uptake. Recent intake of iodine in any form will 
throw the test off as will presence of a colloid goiter. 
The current furor about total safe radiation has caused 
many patients to be apprehensive about taking of any 
radioactive substances and in our community the test 
is now being used less frequently. Several clinicians 
have decided that none of the tests are consistent 
enough to justify spending the patient’s money, and 
they rely entirely on their clinical judgment and on a 
therapeutic trial. This opinion deserves consideration. 

Certainly a therapeutic trial is a means of proving 
the diagnosis of hypothyroidism. The patient with 
primary hypothyroidism always shows gradual changes 
with therapy with desiccated thyroid, thyroxine or 
lyothyronine. The true hypothyroid responds to rela- 
tively small doses. The starting dose should be % 
grain of desiccated thyroid or five micrograms of 
lyothyronine. If the patient quickly develops more pep, 
this response is due to psychotherapy, not to medication. 

Elderly or arteriosclerotic patients should be treated 
with smaller doses of thyroid substance and probably 
should be maintained at a somewhat subnormal meta- 
bolic rate. Most patients are more comfortable if the 
metabolic rate is kept in the range of minus 10 to minus 
15. We must remember that we are treating the pa- 
tient and not the laboratory tests; the patient’s symp- 
toms are more sensitive than are the tests. The patient 
is treated until he 1s well, and you cannot tell if he is 
well by the tests. 

Desiccated thyroid and its derivatives are wonder 
drugs. Their cheapness and the relative absence of 
serious and prolonged side effects may have led to their 
casual and uncritical use. Rewards of proper diagnosis 
and treatment are so great it behooves us all to be alert 
for patients suffering from conditions responding to 
treatment, and to maintain a high level of skepticism 
about the borderline conditions. 


79 


le 

1- 

S- 

d 

| 

t, 

in 

or 

r- 

t- 

y. 

d 

at 

of | 

at 

d, 

n 

1- 

r- 

k. 

1€ 

1e 

or 

d | 

d 

h 

“a 

e- 

or 

)- 

d 

S 


Figure 1. Cave exploration is becoming an increasingly popular 
sport. 


Figure 2. Cave explorers’ surroundings are often beautiful but al- 
ways strange. 


Medical Hazards 
to Cave Explorers 


WILLIAM R. HALLIDAY, M.D. 
Seattle, Washington 


Cave dust often causes a mild, transient pneu- 
monitis among cave explorers, and a single epi- 
demic of acute histoplasmosis has resulted from 
inhalation of infected cave dust in the United 
States. Cave explorers are exposed to rales trans- 
mitted by bats, and to diseases transmitted through 
sewage. A number of other diseases transmitted 
through animal vectors are theoretic hazards. Other 
risks to which the explorer is exposed are no different 
from those on the surface and present no special 
problems of diagnosis. Although the medical haz- 


ards of cave exploring might seem innumerable, 


cavers are seldom affected by them. 


Wirs the rapid growth of cave exploration as a sport 
and speleology as a science, it has become important 
for physicians to understand the environmental haz- 
ards to which surprising numbers of their more ad- 
venturesome patients may be exposed. Caves are found 
within weekend driving distance of every part of the 
United States, often in wholly unpublicized locations, 
and the physician would do well to inquire about the 
patient’s underground activities in many cases of ob- 
scure illness. While articles on this subject are pub- 
lished frequently in journals and newsletters of the 
speleologic world, almost nothing on this subject can 
be found in medical literature, and information of this 
type is often not readily available to the physician. 
Caving is a healthy activity, and most cavers are in 
robust health. Most of the dangers of the underground 
are actually much more remote than is generally as- 
sumed, particularly among well-trained, organized 
cavers. An uncomplicated compound fracture of the 
tibia is the most severe underground injury ever suf- 
fered by a member of the National Speleological 


Society, which includes most of the serious cavers of 
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the United States. Nevertheless, certain potentialities 
of serious illness and injury are inherent risks, and 
must be kept in mind. Some of them are only poten- 
tial hazards. Others are. known to have affected cave 
explorers in the past, and probably will recur in the 
future. These must be considered more carefully. 

Many of the medical hazards to cave explorers, in- 
cluding trauma, exposure, fatigue and probably even 
the controversial matter of claustrophobia and other 
psychogenic illnesses, differ in no way from those on 
the surface and need not be discussed. Other, however, 
are specific problems of the underground. While none 
is unique to caves, the causative agents of all of this 
group are decidedly related to their spelean environ- 
ment. 


Spelean Diseases 


One group of the diseases to which the cave ex- 
plorer is exposed are those that are passively introduced 
into the cave and are not a part of the normal under- 
ground environment. These include diseases caused by 
sewage or resulting from the disposal of dead animals, 
for cave streams may carry bacteria for great distances. 

Somewhat similarly, the extreme intimacy of a cave 
exploration party under fatiguing conditions would 
result in easy transmission of contagious diseases from 
one member to another. 

Included also must be a number of medical hazards 
associated with fire in caves, particularly including car- 
bon monoxide accumulations and guano explosions. 

Three diseases inherent in American caves can be 
said to be special medical hazards to cave explorers. 
They are (1) cave dust pneumonitis; (2) acute histo- 
plasmosis ; and (3) rabies. 


Cave Dust PNEUMONITIS 


*‘Dust pneumonia,” as it is known to cavers, is a 
mild, common and apparently wholly benign syndrome 
resulting from inhalation of considerable quantities of 
dust in dry caves. It is not unlike other types of acute 
pneumonitis arising from inhalation of dusts. The 
symptoms are transient and are relatively mild. Very 
few cases come to the attention of a physician unless 
one is present in the exploring party. 

This syndrome seems never to have been mentioned 
in the medical literature. It is characterized by mild 
pleuritic pain, mild dyspnea and dry or slightly pro- 
ductive, rasping cough, beginning a few minutes or 
hours after exposure to an excessively dusty cave 
atmosphere and lasting a few hours or days. 

Cave dirt is an extremely heterogenous mixture of 
varying types of soil, excreta of bats, cave rats and 
other animals, vegetable debris, free-living micro- 
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organisms, various mineral salts and other substances. 
The exact agent responsible for the pneumonitis is 
not known, but its transient nature suggests that 
mechanical or allergic inflammation is probably re- 
sponsible. It is not due to limestone dust, for quanti- 
ties of powdered limestone can be inhaled over a period 
of many years without production of any symptoms. 

I have contracted this syndrome in Bodfish Cave, 
California, and in Garden Park Indian Cave, Colorado, 
and I have talked with a number of cavers who have 
contracted it in other parts of the United States. None 
has reported any serious residual. 


Histoplasmosis 


Acute histoplasmosis is a more serious dust-borne 
disease of caves. It is a particular hazard in certain 
caves of Venezuela, South Africa and Peru, and per- 
haps of Mexico. The outbreak of so-called “Cave 
Sickness” in a group that explored and dug in an 
Arkansas cave is now known to have been due to acute 
histoplasmosis. Many such epidemics, both spelean 
and nonspelean, have been associated with a con- 
centration of avian excreta (chicken, pigeon or gua- 
charo bird) or of bat guano. 

In contrast to cave dust pneumonitis, which comes 
on almost immediately after exposure, acute histo- 
plasmosis has an incubation period of four days to 
more than two weeks. Its symptoms are somewhat 
similar to those of virus pneumonia, with coryza, chills 
and remittent fever, minimal cough, chest pain which 
may be pleuritic or a substernal feeling of pressure, 
headache, vomiting, irritability, prostration and some- 
times coma. Dyspnea is transient and rarely severe. 
Physical findings are minimal. Chest x-rays show a 
miliary pattern of small, patchy nodules. Mortality 
is about 1 per cent, but no American cave explorers 
have died as a result of this disease. 

The acute symptoms subside in a week or two, but 
dyspnea, weight loss, fatigue and a low-grade fever 
may persist for several months. The x-ray also clears 
gradually, but diffuse nodular calcifications may appear 
at a later date. Histoplasmin sensitivity is known to 
have relapsed to negative in a few cases. 

Although coccidioidomycosis (San Joaquin Valley 
Fever) is also a dust-borne disease, it is not known to 
have developed from cave exploring. The limestone 
caves bordering the San Joaquin Valley of California 
are all outside the endemic area of the disease, but 
numerous caves in the Southwest lie within its range. 


RasIEs 


It has long been known that rabies can be trans- 
mitted by vampire bats. Although there are no vam- 
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Figure 4. Inquisitive salamanders are among the harmless small 
animals found underground. 


Figure 5. This Corynorhinus, from a California cave, is one of the 
largest of American bats. 
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pire bats in the United States, it is now known that a 
reservoir of rabies is present in insectivorous bats of 
this country, and this reservoir may be expanding. In 
the past three years, five attacks on humans by rabid 
bats have been reported in medical journals, and one 
of these resulted in death. In the speleologic literature, 
however, public health authorities have reported two 
deaths in 15 such attacks. 

Cavers often encounter and handle these pleasant, 
useful little mammals, and thus might be easy prey 
to the disturbed, aggressive behavior of infected ani- 
mals. Fortunately, free-living bats appear to be infected 
more commonly than cave bats, and the death from 
bat-carried rabies in Texas was not a cave occurrence. 

Organized cavers in the United States are well in- 
formed on this problem through the publications of the 
National Speleological Society, and immunization 
against rabies has been begun in several local units of 
that society. More casual explorers, however, may be 
unaware of the danger. 

Although it has been suggested that bat rabies 
represents an attenuated form of the disease, the two 
fatalities indicate that the disease contracted from bats 
should not be expected to differ clinically from that 
contracted from canine or sylvatic sources. Any bat 
bite, particularly in the southern or southwestern 
United States, should be treated exactly as a bite from 
an unknown dog in an area with known canine rabies. 


Other Possible Hazards 


Caves shelter animal vectors of other diseases. 
Among those which might produce obscure symptoms 
are sylvatic plague, relapsing fever, Q fever, tularemia 
and Rocky Mountain Spotted Fever since these dis- 
eases are transmitted by ticks, fleas and mites, which 
may be parasites of bats, birds and cave rats. American 
cave rats are of the genus Neotoma, not Rattus. Never- 
theless, it is conceivable that they could transmit Weil’s 
disease and rat bite fever. Cavern-nesting birds might 
be a source of ornithosis. Mosquito-borne diseases 
might be encountered unexpectedly in midwinter, 
since mosquitoes are known to overwinter in cave 
entrances. It would be no great surprise to find a 
black widow spider in the mouth of a cave. None of 
these illnesses has been reported among cave explorers, 
but the possibilities must be kept in mind. It is worthy 
of mention that none of the yeasts, bacteria, protozoa, 
flatworms, salamanders or other odd creatures truly 
native to American caves is known to be pathogenic to 
man. 

As to diseases caused by the mysterious gases so 
often rumored to exist in caves, it may be said that 
two atypical American caves have been found to have 
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concentrations of carbon dioxide between 5 and 10 
per cent. Both are associated with hot springs. A very 
few other caves may have this type of “bad air.” 
Irritating concentrations of ammonia are sometimes 
liberated from wet guano. There are two authentic 
reports of liberation of an unidentified, inflammable gas 
from rotting vegetation in Tennessee caves. This, how- 
ever, does not appear to have been nitrogen dioxide 
which can produce a fatal fibrosing bronchiolitis and 
is formed in rotting leguminous debris. In contrast to 
the hazards of coal and other mines, no dangerous gases 
of other types have been identified in natural caves in 
this country. The oxygen supply is always adequate 
unless it is displaced by a high concentration of an- 
other gas or unless it is exhausted by a fire or by 
respiration of members of an exploring party in a 
small cavern. 


Cave Explorers Are Healthy 


In an attempt to determine the total incidence of 
serious disease among cave explorers, several in- 


quiries have been inserted in the publications of the 
National Speleological Society. Such inquiries usually 
produce a very satisfactory result. The only replies, 
however, dealt with spelean histoplasmosis in other 
parts of the world. Other medical investigators have 
been equally unsuccessful in locating additional cases of 
spelean diseases, all of which seem to be very rare in the 
United States. Despite visits to 300 caves in all parts 
of the western United States and the Virginias, my 
own histoplasmin and coccidioidin skin tests are nega- 
tive. 

The accumulated underground experience of the 
1,400 members of the ‘National Speleological Society 
is measured in hundreds of thousands, perhaps mil- 
lions of hours. If other serious disease hazards existed 
in American caves, its members and their physicians 
should have become aware of them long ago. 


Dr. Halliday is chairman of the Medical Committee of the Na- 
tional Speleological Society. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


National 


Tue PoputaTion RerereNce Bureau warned in a report released recently that “water 


shortages are now a national problem” and that the United States “might not have enough of 


Water Shortage 


this precious mineral to go around” in the not-too-distant future. Although the nation as a 


whole hasincreased development and conservation of its water resources in the past ten years, 
“our steady population growth is placing heavier and heavier demands on supplies of this 


most basic natural resource.” 


The bureau says communities in 45 of the 48 states have been affected by lack of water at 
one time or another. Furthermore, in 1957, an estimated one in every four Americans felt the 


water shortage in some manner.—Science, 127: 634, 1958. 
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SOL KATZ, M.D. 
Associate Editor, GP 


ALTHOUGH ABSENCE of either the right or left main 
branch of the pulmonary artery is a rare congenital 
anomaly, familiarity with the roentgen features of this 
entity has permitted its more frequent recognition by 
conventional roentgenography. The right branch is 
more commonly absent, and associated minor or major 
congenital cardiovascular abnormalities are frequent. 

Because the bronchial arterial blood supply from the 
aorta is maintained or as a matter of fact increased 
above normal, the nutrition of the involved lung par- 
enchyma is preserved and therefore necrosis does not 
ensue. The involved lung continues to ventilate; how- 
ever, oxygen uptake and carbon dioxide output do not 
occur in the affected lung because it is deprived of 
pulmonary arterial blood flow. 

X-ray of the chest discloses a decrease in size of the 
hemithorax on the abnormal side. The intercostal 
spaces are narrowed, the diaphragm is elevated, and 
the heart and mediastinum are displaced toward the af- 
fected side. The pulmonary artery shadow is not seen, 
and the vascular pattern of the involved lung is mark- 
edly decreased. The vascular network seen at the hilum 
differs from the broad branchings associated with the 
pulmonary arterial system and is characterized by a 
delicate irregular interlacing pattern of vessels from 
the bronchial arteries. 

Fluoroscopically both lungs ventilate well, and there 
is no abnormal mediastinal shift with inspiration. 

Bronchography may reveal a decrease in the size of 
the lobar and segmental bronchi, inadequate filling 
and absent normal terminal arborizations. 

Tomography may permit an accurate appraisal of 
the vessels at the hilum in contrast to the normal hilar 
vascular pattern of the opposite side. 

Angiocardiography demonstrates the features of the 
abnormality well. The main pulmonary artery empties 
into a large right or left pulmonary artery, while the 
other pulmonary artery is absent or shows only as a 
proximal bud, The pulmonary arterial circulation on 
the normal side is readily seen, and the pulmonary 
venous return is also nicely outlined only on the unin- 
volved side. On the exposures showing the opacified 
aorta, the bronchial arterial irregular network of ves- 
sels can be seen at the hilum of the affected side. As- 
sociated cardiac abnormalities may also be disclosed 
by angiocardiography. 
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Figure 1. X-ray of the chest in a patient with congenital absence of 
the right pulmonary artery. The hemithorax is smaller, the inter- 
costal spaces are narrowed and the diaphragm is elevated on the 
right side. There is a paucity of vascular markings on the right, and 
the heart is displaced to the right. 


Figure 2. Angiocardiogram shows normal left pulmonary artery 
and its subdivisions, while the right pulmonary artery is absent. 
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Acute renal insufficiency may follow a wide variety 

of obstetric situations. A major contributing mechanism 

is renal ischemia—usually during a period 

of prolonged hypotension. In the oliguric or anuric phase, 
potassium intoxication, rapid protein catabolism, overhydration 
and overwhelming infection must be combated. 
Hemodialysis may be required. The aim of therapy 

is to maintain life until tubular damage is repaired. 
Overzealous treatment can seriously jeopardize the patient. 
Adherence to sound obstetric principles will minimize 

the incidence of this complication. 


Etiology and Treatment of Anuria in Obstetric Patients 


ROBERT E. L. NESBITT, JR., M.D. 


Department of Obstetrics and Gynecology 
Albany Medical College of Union University 


Albany, New York. 


THE AVERAGE CLINICIAN must confess to limited exper- 
ience in the complex adjustment of fluids and electro- 


lytes that is essential to the recovery of patients with 


distal tubular or cortical necrosis of the kidney. Never- 
theless, it is well for the generalist to know the prin- 
ciples of such treatment. He will encounter many cases 
of mild urinary suppression and an occasional patient 
in the early stages of serious renal damage. Proper 
treatment at this stage of the disease is imperative, 
since acute renal failure is, for the most part, reversible. 
Each day the patient survives increases the statistical 
probability of recovery. The primary objective is to 
keep the patient alive until the tubules have had an 
opportunity to regenerate. Renal function may be re- 
covered at any point in the course of acute renal in- 
sufficiency. 


Acute Renal Failure in Obstetrics 


The clinician may encounter renal failure following a 
variety of obstetric situations. Oliguria and even anuria 
is an occasional accompaniment of septic abortions, 
especially those associated with Clostridium welchii 
infection and hemorrhage. Other causes include 


GP July 1958 


chemical abortifacients; blood transfusion reactions ; 
shock associated with ruptured ectopic pregnancy ; 
ruptured uterus; abruptio placenta; and eclampsia 
and severe pre-eclampsia. The obstetrician may also 
he confronted with acute renal failure in cases of acute 
glomerulonephritis, attempted suicide with nephro- 
toxins, drug sensitivities and pernicious vomiting. 

This discussion is concerned primarily with acute 
renal failure associated with shock. The kidney is one 
of the first organs to sacrifice a major part of its blood 
supply during shock from any cause. Renal blood flow 
decreases proportionally more than cardiac output in 
shock, and may remain low though blood replacement 
is started and cardiac output returns to normal. The 
return of the arterial blood pressure is not complete 
prophylaxis against renal shut-down since renal ische- 
mia may persist. The longer the period of hypotension 
exists, the greater the possibility of producing signifi- 
cant renal damage. Thus, early diagnosis and expedi- 
tious treatment are primary considerations in the 
prevention of acute tubular necrosis. In normal 
healthy young individuals, the kidney can survive 
with much less blood than is usually provided. Prompt 
treatment will take advantage of this margin of safety. 
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Figure 1. Microscopic section of the kidney in early acute tubular 
necrosis. There is fatty vacuolization in the thin loops, and patchy 
necrosis of the tubular epithelium. 


Figure 2. Higher power of the kidney in early acute tubular necrosis, 
showing pigment casts in the distal convoluted tubules and collecting 
ducts. 


Pathology 


The pathologic changes in the kidney are similar 
regardless of etiologic background. During the first 24 
hours, fatty vacuolization occurs in the ascending limb 
of Henle’s loop. Over the next several days there is a 
precipitation of pigment casts in the distal convoluted 
and collecting tubules (Figures 1 and 2). By the fifth 
day, necrosis and patchy regeneration occur in the 


epithelium of Henle’s loop and distal convoluted 
tubules. The lining epithelium ruptures, and amor- 
phous granular debris appears in the lumen of the 
proximal convoluted tubules. Only the basement mem- 
brane is left intact after the first week of the disease 
(Figures 3 and 4). There is usually considerable edema 
in the interstitial spaces of the kidney. The glomerular 
capillaries are essentially unchanged. In surviving 
cases, re-epithelialization of the tubules, albeit im- 
perfect, is generally completed within two weeks of | 
onset. 


Mechanisms 


Present data support the thesis that distal tubular 
necrosis follows renal ischemia. Powers and co-workers 
have noted that clamping of the abdominal aorta in 
dogs below the level of the renal arteries for prolonged 
periods produces the clinical and pathologic changes 
of distal tubular necrosis. Mean aortic pressure was 
constant through each study but a fall in renal blood 
flow indicated an increase in renal vascular resistance. 

The effect of denervating one kidney was of special 
interest. Following aortic clamping, urine flow con- 
tinued on the operated side, but fell to zero in the 
undisturbed kidney. Using the same principle, tri- 
methaphan (Arfonad),a rapid potent ganglionic-block- 
ing agent, given at a rate to produce moderate hypo- 
tension (60 to 70 mm. Hg) prevented the development 
of distal tubular necrosis in five dogs. Although there 
was a fall in renal blood flow, the renal vascular resist- 
ance (the ratio of pressure to flow) was essentially 
unchanged. Following application of the aortic clamp, 
there was no further change in renal blood flow except 
in one dog in which the blood pressure spontaneously 
rose in spite of the continued administration of tri- 
methaphan. The concomitant rise in renal blood flow 
exceeded the control values, indicating a fall in renal 
vascular resistance. 

Recently, the present author has collaborated with 
the same investigators in a study of renal changes in 
pregnant dogs subjected to experimental placental 
disruption. The typical tubular necrosis produced in 
these animals can be prevented by denervation of the 
kidney or by the use of a ganglion-blocking drug. A 
marked increase in renal vascular resistance regularly 
accompanies the onset of oliguria and the development 
of histologic changes characteristic of renal tubular 
degeneration. 


Principles of Management 


The initial symptoms of patients who develop 
oliguria are usually those of the obstetric complication 
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Figures 3 and 4. Microscopic sections of the kidney in acute tubular 
necrosis near the end of the first week. Only the tubular basement 
membrane is intact. There is widespread epithelial necrosis and re- 


responsible for the shock. These may mask the early 
symptoms of urinary suppression. Thus, it is necessary 
for the clinician to anticipate renal problems. Much of 
the ultimate success will depend upon early recogni- 
tion and appropriate treatment during the oliguric 
phase of the disease. Lethargy, nausea, vomiting and 
diarrhea usually do not occur in patients until several 
days after renal output is diminished. During this 
phase it is well to remember that diuresis cannot be 
forced. 


The Oliguric or Anuric Phase 


Retention of potassium is the most dangerous accom- 
paniment of anuria. Hyperkalemia may be associated 
with neuromuscular dysfunction, hypotension, brady- 
cardia, periods of asystole and perhaps circulatory 
collapse and death. A rapidly rising potassium and a 
falling sodium is usually a poor prognostic sign. Serial 
determinations of serum potassium and daily electro- 
cardiograms are important in the evaluation of the 
development. of potassium intoxication. During the 
early stages of potassium intoxication the T waves may 
be tall and peaked. Later the ST-segment becomes 
depressed and the T wave becomes biphasic. The 
P waves are depressed in advanced stages and may 
disappear altogether prior to death. 

Congestive heart failure may supervene even though 
rigid fluid balance has been followed. Digitalis should 
be tried, but it has not met with great success. 
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generation. The lumens of the tubules are filled with granular 
debris, and the interstitial areas are edematous. The glomerular 
capillaries are essentially unchanged. 


The best method of minimizing the products of 
protein breakdown is the administration of nonprotein 
calories in the form of fat and glucose. If patients are 
not vomiting, they may be fed by mouth, but if they 
are unable to eat, then intravenous feedings are neces- 
sary. 

It is important to replace fluid as necessary, and 
to be prepared for alterations in therapy from day to 
day. These depend upon urinary output and acid-base 
balance. The total output should be carefully recorded, 
and the intake of fluid should not exceed this amount 
by more than 0.3 ml. per kg. body weight per hour. An 
additional 10 per cent of the total may be given for 
each degree of oral temperature above 99°F. 

With proper handling, more than 75 per cent of 
patients with acute tubular necrosis survive the oliguric 
phase and enter the diuretic phase of the disease with- 
out the benefit of special equipment. Carboxylic resins, 
ordinarily: administered as a 10 per cent retention 
enema every six to 12 hours, are useful in removing 
excess potassium. 

Hypertonic glucose administered through a poly- 
ethylene catheter that is positioned high in the venous 
system close to the vena cava may also minimize 
this difficulty. The catheter can be introduced through 
the saphenous and femoral veins. Prophylactic anti- 
biotics are indicated in order to combat the hazards of 
superimposed infection. Infection accelerates the break- 
down of endogenous protein and the liberation of 
potassium. 
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OLIGURIA AND ANURIA IN OBSTETRIC PATIENTS—ALBANY HOSPITAL, 1952-1957 


Cases Year 
I 195? 
2 1952 
3 1952 
4 1953 
5 1953 
6 1954 
7 1954 
8 1954 
1956 


Diagnosis 


Severe preeclampsia, abruptio placenta, shock, 
traasfusions, chronic glomerulonephritis 
Postpartum eclampsia, eight convulsions 

Postpartum eclampsia, convulsions, coma, chronic 
pyelonephritis 

Transverse lie, hydrocephalus (fetal death), de- 
structive operation, shock, anemia, transfusions, 
acute catarrhal jaundice 

Antepartum eclampsia, convulsions, hematuria, 
Cesarean section (with neonatal death), anemia, 
transfusions 

Difficult delivery, posterior position, hypotension, 
anemia 

Severe preeclampsia, abruptio placenta, shock, 
anemia, transfusion 

Septic criminal abortion, pelvic peritonitis, anemia, 
transfusions, acute pyelonephritis 


Eclampsia, coma (fetal death), septicemia 


Onset Anuria NPNmg. K 
Postpartum per 100 ml. mEq./L. Treatment Outcome = 
1-4 days 210 Dialysis Recovery 
Immediately 86 6.2 Dialysis Recovery 
30 hours 90 57 Conserva- Recovery 3 
tive 
1-7 days 146 77 Dialysis Recovery a 
1-4 days 136 5.5 Conserva- Recovery . 
tive 
1-4 days 82 6.9 Dialysis Recovery 
36 hours 90 4.3 Conserva- Recovery an 
tive 
hours 190-300 74 Dialysis Died twelfth 
day;broncho- 
pneumonia 
1-6 days 360 6.4 Dialysis Recovery a 


The Diuretic Phase 


When diuresis starts, the patient may lose tremen- 
dous amounts of fluid and the blood potassium level 
may fall very rapidly. Frequent electrolyte determina- 
tions are required for adequate fluid and electrolyte 
replacement. As much as 6,000 ml. of fluid may have 
to be administered at this time. Progressive anemia may 
develop. This problem can be corrected by small 
transfusions with packed, fresh red cells. In this stage 
the urine is only slightly modified glomerular filtrate, 
with the kidneys showing little tendency to conserve 
sodium chloride. However, during this phase there is 
little danger of “drowning” the patient with intra- 
venous fluids, and the prognosis is generally very good. 
Because the renal tubules are incapable of reabsorbing 
potassium from the glomerular filtrate, potassium should 
be given in the form of fruit juices or oral potassium 
chloride, 1 to 2 Gm. for each liter of urine excreted. 


THE ARTIFICIAL KIDNEY 


Certain severe cases of renal shut-down are better 
handled by means of hemodialysis. Over the past five 
years, nine post-partum patients have been admitted to 
the Albany Hospital because of acute renal failure 
(Table 1). The severity and protraction of renal failure 


. 


justified dialysis in six of the nine patients. Six patients 
were complicated by advanced toxemia (two further 
complicated by placental disruption); two patients 
developed acute renal failure following traumatic de- 
liveries, and one patient developed this complication 
after a septic criminal abortion. Eight patients re- 
covered. One died on the twelfth day of the disease 
with bronchopneumonia and pulmonary edema. 


INDICATIONS FOR. DIALYSIS 
IN OBSTETRIC PATIENTS 
WITH ACUTE RENAL INSUFFICIENCY 


General Condition of Patient 

Rate of Deterioration 

Hyperirritability, convulsions 

Drowsiness, coma 

Tachypnea, tachycardia 

Rapid catabolism; NPN>250 mg. per 100 ml. 
Elevated potassium; K>7.0 mEq./L. 
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The artificial kidney utilizes the principle of differ- 
ential diffusion. A semipermeable membrane allows 


small crystalloid particles, such as urea, glucose and 


electrolytes, to diffuse through minute pores without 
allowing transfer of larger colloidal protein particles 
and red blood cells. The composition of the bath 
solution approximates that of a normal plasma ultra- 
filtrate, so that transfer of crystalloids across the semi- 
permeable membrane in either direction will result in 
eventual equilibrium between blood and bath. Blood 
flow through the artificial kidney is maintained at about 
200 to 250 ml. per minute. Dialysis is carried out for 
four or six hours, the bath being changed every two 
hours. 

Although precise criteria for the selection of this 
type of therapy are controversial, the ones commonly 
employed are outlined in Table 2. The general condi- 
tion of the patient is probably the best guide in select- 
ing candidates for dialysis. Particular attention should 
be paid to the rate of deterioration, impaired sensorium, 
drowsiness, tachypnea, tachycardia and either con- 
vulsions or coma. Evidence of rapid catabolism (NPN 
>250 mg.) and marked elevations of potassium (>7.0 
mEq./1.) are usual criteria. If the potassium keeps 
rising and the sodium keeps falling, there is probably 
need for dialysis. Low plasma carbon dioxide content 
and low blood pH, reflecting uremic acidosis, are other 
biochemical changes possibly indicating the need of 
hemodialysis. Other investigators believe a two-fold 
increase of circulating magnesium may prove to be an 
indication for this form of treatment. 

Hemodialysis can be repeated within three to seven 
days in severe cases. Four to six hours of dialysis will 
usually reduce the NPN by as much as 50 per cent. 
The maximum clinical improvement will occur during 
the day following treatment. Along with the removal 
of retained metabolic nitrogenous products, correction 
of acidosis and restoration of plasma electrolyte pattern 
to normal, hemodialysis may produce symptomatic 
improvement as evidenced by increased strength, im- 
proved mental responsiveness and the disappearance 
of nausea and vomiting. 


Prophylactic and Precautionary Measures 


The clinician can accomplish much in preventing or 
minimizing the problem of renal suppression by ad- 
herence to sound obstetric principles. He should 
practice conservative obstetrics, that has as its goals 
the avoidance of maternal trauma and anoxia. The 
toxemias of pregnancy may be minimized by meticulous 
prenatal care. This care also has a favorable influence 
in preventing the “toxic” placental disruptions that 
occur in a substantial number of such cases. Steps must 
be taken immediately to correct hemorrhage and shock. 
Prompt surgical intervention in selected cases, and 
adequate blood replacement are mandatory. 

Unfortunately, these prophylactic measures are not 
always successful in preventing urinary suppression. 
It is therefore imperative that the clinician should 
anticipate the problem in any patient who has been 
subjected to shock and compromised renal blood flow. 
The urinary output should be accurately recorded at 
four-hour intervals for several days afterward. This 
high index of suspicion should permit recognition of 
the early signs and symptoms. 

The physician must be well acquainted with the 
general principles of fluid balance, or else he may do 
more harm than good to his patient. The primary aim 
of therapy is to keep the patient alive until the body 
can repair the tubular damage. This is probably one 
disease where more patients are placed in jeopardy 
through the injudicious handling of fluids than in any 
other. Overzealous attempts to correct hyponatremia 
and hypochloremia will almost certainly lead to heart 
failure and death. Severe and protracted cases of acute 
renal failure are probably better handled by a team of 
electrolyte experts who are experienced in the complex 
adjustment of fluid balance. The majority of cases, 
however, may be treated in the average modern hospital 
by clinicians who are acutely aware of the basic prin- 
ciples of management that I have attempted to outline. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


A Physician Looks at Athletics 


PuysIcIANs, coaches, and administrators must cooperate 
to ensure that sports are conducted in the best interests 
of the participants. The responsibilities of the team phy- 
sician should be clearly defined and understood by all 
persons concerned with team management. Reduction of 
the frequency and severity of sports injuries depends on 
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cooperation among personnel, continued improvement of 
uniforms and equipment, and thorough conditioning of 
players. First aid for boxing and football injuries should be 
given only by the doctor in attendance. Participation in 
sports programs enhances the physical and moral develop- 
ment of young people and should be encouraged. The 
doctor’s responsibility is to further the continued improve- 
ment of techniques for safe and healthful playing —Max 
M. Novicn, m.p., JAMA, 161:573, 1956. 
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1. Lymphedema is characterized by all but one. of the 

following: 

. Pale skin 

. Absent pigment deposits 

. Prominent collateral veins 

. Diffuse cellulitis 

. Marked tenderness to deep pressure in the presence 
of cellulitis 


2. Elevated erythropoietin levels are found in ail but 
one of the following: 

Advanced carcinoma 

Secondary polycythemia 

Polycythemia vera 

Sickle-cell anemia 


Pernictous anemia 


3. In general, tolbutamide is most effective in: 

1. The elderly or middle-aged diabetic who needs less 
than 40 units of insulin daily 

2. The elderly or middle-aged diabetic who needs more 
than 40 units of insulin daily 

3. The young diabetic who needs less than 40 units of 
insulin daily 

4. The young diabetic who needs more than 40 units of 
insulin daily 

5. The elderly or middle-aged diabetic who needs less 
than 40 units of insulin a day and who becomes 
hetotic on withdrawal of insulin 


4. Chemoprophylaxis is indicated: 

. To break an epidemic due to mening ococcus 

2, To guard against secondary invaders in the com- 
mon cold 

. To guard against secondary invaders in measles 

. To guard against secondary invaders in influenza 

. To reduce the infectious complications in comatose 
patients 


~ 
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Semiannually GP publishes a quiz 

covering its scientific articles. 

Here are the multiple choice questions 

compiled from the January through June issues. 
Answers to these questions appear on page 195. 


Quiz 


5. Blood group A has been linked with: 
1. Pernicious anemia, achlorhydria and peptic ulcer 
2. Pernicious anemia, gastric cancer and hypertension 
3. Pernicious anemia, gastric cancer and achlorhydria 
4. Pernicious anemia, gastric leiomyoma and achlor- 
hydria 
5. Gastric cancer, gastric leoomyoma and achlorhydria 


6. The most specific test for pheochromocytoma is: 

. Histamine test 

Benzodtoxine test 

. Combined histamine and benzodioxine tests 

. Determination of urinary catecholamines 

. Presence of mediastinal and abdominal mass by 
x-ray studues 


7. Testicular swelling due to mumps will often subside 
after the administration of: 

1. Stilbestrol 

2. Antibiotic 

3. Gamma globulin 

4. ACTH 

5. Mumps vaccine 


8. Hemodynamically, veratrum produces: 
1. Lowering of blood pressure by decreasing cardiac 
output 
Tachycardia 
Bradycardia 
Disturbed sympaihetic reflexes 
Decrease in renal blood flow 


bo 


9. Pulsus alternans may be abolished by: 
1. Quinidine or procaine amide 
2. Digitalis and mercurial diuretics 
3. Carotid sinus stimulation 
4. Discontinuing digitalis 
5. Nitroglycerin 
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10. The bone marrow cells shown in the photograph at 
right above are characteristic of: 

1. Pernicious anemia 

2. Metastatic carcinoma 

3. Infectious mononucleosis 

4. Multiple myeloma 

5. Lupus erythematosus 


11. Most anemias encountered in general practice are 
due to: 

1. Acute blood loss 

2. Vitamin deficiency 

3. Cobalt deficiency 

4. Myelophthisis 


5. Iron deficiency 


12. Third degree lacerations during delivery are re- 
lated to all but one of the following: 

1. Choice of type of episiotomy 

2. Infant size 

3. Use of elective forceps 

4. Prolonged labor 

5. Persistent occiput posteriors 


13. All but one of the following substances can be re- 
moved from the circulation by the artificial kidney: 

1. Aspirin 

2. Potassium 

3. Antibody 

4. Phenobarbital 

5. Bicarbonate 


14. Staphylococcus pneumonia in children is often: 
1. Sensitive to penicillin 
2. Gradual in onset 
3. A cause of empyema 
4. Asymptomatic 
5. Caused by a coagulase-negative strain 


15. Pyocyaneus is: 
1. Sensitive to most antibiotics 
2. Found in most water supplies 
3. Never a cause of diarrhea since it is normally pres- 
ent in the human intestine 
4. A common transient invader of the bloodstream 
5. Rarely cultured from the sputum 


16. The x-rays shown at the right (below) are from a 
patient who has: 
1. Sarcoidosis 
. Peripheral bronchogenic carcinoma 
. Gout 
. Hyperparathyrowdism 
Hypoparathyroidism 


mm So ho 
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17. Of patients who make a good functional recovery 
from coronary thrombosis: 

. At least 50 per cent will be alive after five years 

. Less than 25 per cent will be alive after five years 

. Less than 10 per cent will be alive after five years 

. Less than 10 per cent will be alive after ten years 

. There are no good approximations of prognosis 

available 


18. In bronchial adenoma: 
1. 90 per cent of lesions are seen by bronchoscopy 
2. 90 per cent of lesions are seen on chest x-ray 
3. 30 per cent of lesions are seen by bronchoscopy 
4. Lesions are rarely seen by bronchoscopy 
5. Thoracotomy is necessary for definitive diagnosis 


19. When a hypertensive patient develops sudden 

hemiplegia: 

. Normal spinal fluid indicates cerebral thrombosis 

. Acuteness of the episode rules out brain tumor 

. Arteriography is safe and valuable 

. Brain tumor is ruled out by the remission of signs 

. Subdural hematoma is highly unlikely, especially 
when spinal fluid pressure is normal 


20. A 28-year-old white man tells a story of increasing 
weight, somnolence, dyspnea on exertion, and edema 
of the ankles. Weight is 280 pounds, pulse 90, B.P. 
120/80. The face is plethoric and there is moderate 
pitting edema of the legs. The heart is slightly en- 
larged and there are no murmurs. The ECG shows 
right heart strain. The venous pressure is abnormally 
elevated. During examination, the patient’s somno- 
lence is evident. When he falls asleep, Cheyne-Stokes. 
respiration is noted. Most of the findings in this type 
of case are adequately explained on a basis of: 

1. Narcolepsy 

2. Myxedema 

3. Polycythemia vera 

4. Hypopituitarism 

5. Hypoventilation related to obesity 


21, A young woman, Rh-negative, has had six children 
born alive at term. The last two babies showed erythro- 
blastosis fetalis. In the seventh pregnancy, the fetus 
died in utero at five months. Two months later, follow- 
ing spontaneous delivery of a macerated fetus, there 
was severe postpartum hemorrhage. This sequence of 
events suggests: 

1, Rupture of uterus 

2. Vitamin K deficiency 

3. Afibrinogenemia 

4. Cervical laceration 

5. Retained placenta 
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22. Early local care of a severe burn in a child would 
include all but one of the following: 

Cleanse burned area of all debris 

Antitetanus therapy 

Systemic antibiotics 

Skin grafting 

Sedation 


fo 


23. Normal people who are not acclimatized to high 
altitudes first show respiratory stimulation and in- 
crease in heart rate and cardiac output at: 
1. 3,000 feet 
2. 6,000 feet 
3. 12,000 feet 
4. 18,000 feet 
5. 24,000 feet 


24. In a patient suspected of having a malignant car- 
cinoid tumor, the urine is tested for increased content 
of 5-hydroxyindoleacetic acid. A false-positive test 
may result if the patient has: 

1. Eaten bananas 

2. Taken barbiturates 

3. Taken aspirin 

4. Fasted 

5. High blood pressure 


25. During the epidemic of Asian influenza, prior vac- 
cination with monovalent type-specific vaccine effec- 
tively prevented influenza in: 

- 90 to 100 per cent of cases 

. 80 to 90 per cent of cases 

. 70 to 80 per cent of cases 

- 60 to 70 per cent of cases 

. None of the cases 


MA 


26. The severest handicap to diagnosis of salmonel- 
losis by serologic testing is: 
1. Likelihood of confusion with typhoid fever 
2. The large number of strains of Salmonella orga- 
nisms 
. These organisms do not provoke antibody response 
. Antibody response is too transient 
. A test has not been devised 


Go 


27. Unrecognized injuries to the bladder during sur- 
gery cause a variety of symptoms and signs. In most 
instances, recognition of the diagnosis awaits develop- 
ment of: 

1. A vesicovaginal or vesico-abdominal fistula 

2. Anuria 
3. Hemorrhage 
4. Diarrhea 
5. Shock 
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Clinicopathologic Conference 


The protocol for this conference was prepared from a hos- 
jrtal chart. The clinical discussion was derived from a 
recording of the extemporaneous remarks of a clinician 
who had studied the protocol but was otherwise unfamiliar 
with the case. Readers are invited to study the case presen- 
tation and the clinical discussion, and to decide whether or 
not they agree with the discussor. The final part of the 
conference—the findings at autopsy—is printed on page 
195.— Mepicat Eprror 


Case Presentation 


A 40-YEAR-OLD MAN was admitted to the hospital be- 
cause of a mass in the right side of the neck. 

One year previously, he had pneumonia. This was 
treated with pills and three weeks’ rest in bed. When 
he recovered, he began to notice weight gain, fatigue, 
weakness, polyuria and polydipsia, ankle swelling and 
loss of libido. His physician performed numerous tests, 
including BMR, glucose tolerance and skull x-rays. 
The results of these tests were unknown to the patient. 
He was then given one thyroid tablet a day, hormone 
injections and a high protein diet. Six months prior to 
admission, the patient noticed a maculopapular erup- 
tion over the extremities and trunk, as well as generally 
dry and hyperkeratotic skin. Several weeks later, mi- 
gratory arthritis occurred. There was swelling and 
stiffness of the ankles, elbows and knees, but these 
joints were cool and there was no fever. Because of 
glycosuria and hyperglycemia, he was placed on a dia- 
betic diet and 20 units PZI daily, six weeks prior to 
hospitalization. Three weeks later he first noticed a 
small, nontender mass in the right side of the base of 
the neck. This increased in size until admission. 

The family history, past medical history and review 
of systems revealed no other pertinent data. 

The patient was well developed and obese (height 
5’7” and weight 165 lb.). His face was round and 
florid. Blood pressure was 180/100, pulse 78 and reg- 
ular, temperature 98.6° F. The optic fundi showed 
arteriolar narrowing. There was a 3 cm. by 3 cm. non- 
tender, firm immobile mass above the right clavicle by 
the insertion of the sternocleidomastoid muscle. Lungs 
and heart were entirely normal. Abdomen, genitalia 
and rectal examinations were also entirely normal. 
There were no neurologic abnormalities (including 
careful evaluation of visual fields). The skin was dry 
and there were keratotic patches on the extensor sur- 
faces of the arms. There were scattered red maculo- 
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papular lesions over the trunk. The right wrist and 
ankle were slightly stiff and swollen, but cool and non- 
tender. 

Blood counts indicated leukocytosis of 16,000 with 
89 neutrophils (7 band forms), 10 lymphocytes and 1 
monocyte. Total eosinophils, zero. There was no 
anemia. Urinalysis and serology were normal (there 


_was no glycosuria). NPN was 30 mg. per 100 ml., fast- 


ing blood sugar, 184 and 266 mg. per 100 ml. Sodium 
was 149 mEq. per L., potassium 2.4 mEq. per L. Pro- 
teins, calcium and phosphorus, acid and alkaline phos- 
phatase, PBI, BMR and various agglutination tests 
were normal. Urinary 17-ketosteroids were elevated 
(normal up to 15 mg. per 24 hours; patient, 20 mg. per 
24 hours). Visual. fields by perimetry were normal. 
X-rays of the skull were normal. Chest x-ray showed 
increased densities in the second and third right an- 
terior ribs and the pleura adjacent to the second right 
anterior rib. There was a fracture of the ninth right 
anterior rib. Other films showed nodular densities in 
both ilia, and in the eighth, ninth and tenth thoracic 
vertebrae. 

Biopsy of the mass in the neck showed polyhedral 
epithelial cells with slight variations in size, shape and 
staining characteristics. 

The hospital course was characterized by episodes 
of bizarre behavior of brief duration. Electroencephalo- 
grams were normal. 

The patient had no complaints and was discharged 
after 14 days, to be followed in the outpatient depart- 
ment. Two days later, the patient was readmitted be- 
cause of overt psychotic behavior and suicidal tend- 
encies. Physical examination was unchanged. This last 
admission lasted 82 days and was marked by continued 
psychotic behavior, mild hypokalemia and increasing 
pleuritic chest pain. Diabetes became occasionally dif- 
ficult to control. Chest x-rays showed the development 
of nodular densities in the left lung and new rib frac- 
tures. In the last two weeks anemia developed. Death 
was preceded by increasing wheezing and cyanosis, 
and the first appearance of fever. 


Clinical Discussion 


This 40-year-old man, in the course of less than one 
and a half years, progressed from apparent good health 
to death, with a host of clinical and laboratory abnor- 
malities. It is apparent that he had at least two disease 
processes—Cushing’s syndrome and a malignant neo- 
plasm. It is probable that these were related, and it is 
possible that other disease processes were also present. 

The weight gain, particularly in the presence of a 
downward course, the marked weakness, the round, 
florid face, the hypertension, the cutaneous lesions, all 
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speak for the clinical diagnosis of adrenal hyperfunc- 
tion. Laboratory support for Cushing’s syndrome is 
present in elevated neutrophils, a zero eosinophil 
count, hyperglycemia, marked hypokalemia and modest 
elevation of urinary 17-ketosteroid excretion. 

In this day and age, when one is confronted with a 
patient showing the characteristic clinical features of 
adrenal hyperfunction and a history of hormonal in- 
jections, the possibility of iatrogenic hypercorticism 
ranks first. The fact that the protocol does not spell 
out the type of hormone administered, the continu- 
ance or even progression of the Cushing-like features 
after initial study when it would be assumed that corti- 
coid medication would have been stopped, and par- 
ticularly the florid nature of the disease, make it un- 
likely that this process was induced by cortisone or an 
allied anti-inflammatory drug. Consequently, one must 
consider the possibility of a pituitary basophilic lesion, 
adrenal hyperplasia, adrenal tumor and adrenal car- 
cinoma. 

Cushing’s syndrome due to a pituitary lesion (Cush- 
ing’s disease) is extremely rare. But, malignancies of 
the pituitary with Cushinoid features have been de- 
scribed. The rarity of this condition, but more par- 
ticularly the normal sella turcica render this possibility 
extremely unlikely. 

Adrenal hyperplasia is by far the most frequent 
cause of Cushing’s syndrome, being responsible in 
about 70 per cent of the patients. Adrenal adenoma is 
the cause in about 25 per cent, and functioning adreno- 
cortical carcinoma accounts for the remainder. In gen- 
eral, although this is by no means an infallible rule, 
urine 17-ketosteroids tend to be normal or low with 
adenoma, moderately elevated with hyperplasia, and 
markedly increased with malignancy. Consequently, 
the level of 17-ketosteroids seen in this patient (20 mg. 
per day) would make adrenal hyperplasia the more 
likely possibility, although the added evidence for ma- 
lignancy in this patient obviously renders adrenal car- 
cinoma a strong possibility. 

There appears to be an increased incidence of ma- 
lignancy in patients with adrenal cortical hyperfunc- 
tion, an incidence much higher than mere chance 
should dictate. Such malignancies would include, as 
mentioned previously, a neoplasm of the pituitary and 
adrenal carcinoma of the functioning variety. In addi- 
tion, however, there appears to be increased frequency 
of malignancy of thymic, pulmonary, ovarian, and pan- 
creatic origin. The sex of this patient obviously ex- 


cludes ovarian cancer. The histologic description of 
the cells of the supraclavicular node makes thymic and 
bronchial cancer extremely unlikely. Pulmonary tu- 
mors associated with Cushing’s syndrome have all 
been of the anaplastic or oat-cell variety, and the thy- 
mic malignancies have a very similar morphologic ap- 
pearance. Consequently, one is left with the possibility 
of pancreatic carcinoma—a tumor which metastasizes 
as noted in this protocol, which may show the histo- 
logic qualities noted, and which is associated with 
Cushing’s syndrome. 

Two findings in this patient are to me quite con- 
fusing. First is the appearance of a migratory poly- 
arthritis. This syndrome fits with neither pancreatic 
malignancy nor Cushing’s syndrome, and I have no ex- 
planation for its occurrence within the setting visual- 
ized in the previous discussion. The other worrisome 
abnormality or lack thereof was the normal alkaline 
phosphatase in the presence of what are described as 
nodular densities of the bones, presumably believed 
to be metastatic lesions. Metastatic lesions that have 
increased density invariably have sufficient osteoblastic 
activity to promote a significant elevation of alkaline 
phosphatase. It is possible that these nodular densities 
were not metastatic lesions, for I have seen similar 
occurrence in the osteoporosis of Cushing’s syndrome, 
the nodular lesions disappearing after surgical correc- 
tion of the adrenal hyperplasia. 

Putting these thoughts together, there are two log- 
ical possibilities to explain most of the picture: first, 
functioning adrenal cortical carcinoma, with Cushing’s 
syndrome and widespread metastases; second, Cush- 
ing’s syndrome due to adrenal hyperplasia with a co- 
incident and a possibly related pancreatic carcinoma. 
The logic of seeking a single diagnosis makes the for- 
mer more attractive. The presence of only moderate 
elevation of 17-ketosteroids, however, renders the di- 
agnosis of adrenal hyperplasia more probable. Thus, 
my final diagnosis is Cushing’s syndrome due to bi- 
lateral adrenal hyperplasia with an associated pan- 
creatic carcinoma. 


Crooke, A. C., Basophilism and Carcinoma of the Pan- 
creas, J. Path. ¢ Bacteriol., 58:667-673, 1946. 

Thorne, M. G., Cushing’s Syndrome Associated with 
Bronchial Carcinoma, An Inquiry into the Relation- 
ship of this Syndrome to Neoplastic Disease, Guy’s 


Hospital Reports, 101 :251, 1952. 
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Pathogenesis of Peripheral 
Arterial Insufficiency 


HUGH H. HUSSEY, M.D. 
Medical Editor, GP 


TREATMENT is always most effective when it is planned 
in accordance with the needs of the individual patient. 
For patients having peripheral arterial insufficiency, 
treatment can be logically based upon a consideration 
of the factors underlying the insufficiency. In general, 
such factors fall into three categories, as shown in 
Figure 1. 

The contributions made by each category to the 
total picture of arterial insufficiency vary from patient 
to patient, as suggested diagrammatically in Figure 2. 
So it is that‘an assay of contributions by categories 
permits individualization of treatment and also leads 
to more accurate appraisal of prognosis. For example, 
the patient whose arterial insufficiency is represented 
by Figure 2a would be expected to have a better effect 
from a sympathectomy than the patient represented by 
Figure 2b. 


Vascular spasm 


Extraneous local factors 


Figure 1. There are three categories of factors contributing to 
peripheral arterial insufficiency. 


d. 
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Figure 2. The contributions made by cach category to the total 
picture of arterial insufficiency vary from patient to patient. This 
sequence of diagrams could be extended almost endlessly. 
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The Medical School of the University of Michigan 


A SPECIAL CONVOCATION which marks the opening of the 
Medical School in the fall has been held annually for 
more than one hundred years. It is frequently empha- 
sized on this occasion that since the founding of the 
Medical School in 1850, medical education at the Uni- 
versity of Michigan has had for its primary objective 
the preparation of men and women for the practice of 
medicine. Although some of our medical graduates 
enter the field of research, others engage in academic 
interests, and a few assume administrative posts, the 
vast majority of our doctors establish offices for the 
care of the sick. From the outset, it is the vocation of 
their choice and because of the great demand for the 
generalists today, every effort is made to encourage our 
medical students to enter this field of practice. More- 
over, a specific curriculum to prepare men and women 
' for the general practice of medicine has been developed 
in this institution covering a two-year period of train- 
ing after completion of the undergraduate program. 

Our attention is focused constantly upon the trinity 
of medicine, medical education, research and the care 
of the sick. We have been successful in solving some of 
our problems pertaining to the maintenance of high 
standards for these important functions of the Medical 
School to which this institution was dedicated one 
hundred and eight years ago. A new Medical Science 
Building constructed in an area immediately north and 
west of the University Hospital is finished in part and 
is now accommodating the School of Nursing and the 
Department of Pathology. Sometime during the early 
summer, it is expected that our departments of Bio- 
chemistry and Pharmacology will move in to their new 
quarters in this building. 

It is to be emphasized that our facilities for service 
have expanded rapidly within the past few years and 
have now reached adequate size and numbers for the 
modern practice of medicine. They all come to a focus 
in our large 1000-bed University Hospital which was 


completed in 1925. It was at once recognized to be 
one of the best institutions in the country, skillfully 
designed for both the care of the sick and medical edu- 
cation. Dr. Albert Kerlikowske, Director of the Uni- 
versity Hospital, has launched a program of rehabili- 
tation to modernize this structure completely within 
the next several years. 

Closely associated with the University Hospital in 
the care of the sick are four comparatively new units. 
A new Outpatient Clinic was ready for occupancy on 
January 5, 1953. This seven-story building accom- 
modates 24 departmental clinics to which 20,000 
patient visits are directed monthly. 

A new Women’s Hospital within the Medical Center 
‘was completed early in 1950. Modern in design, all of 
its facilities meet the present day need of an educa- 
tional institution in this field. It contains a group of 
well-equipped research laboratories in which members 
of the staff are actively engaged in a number of promis- 
ing research studies. 

A new 500-bed Veterans Administration Hospital on 
Fuller Rd., less than a mile from the Medical Center, 
was dedicated on September 18, 1953. Closely affiliated 
in a professional way with the Medical School and 
Hospital, it is being staffed by the Dean’s Committee 
of the Medical School and all of its professional activi- 
ties are directly under the leadership of this group. A 
program of undergraduate medical education is now 
conducted in this institution. 

The first unit of a new General Children’s Hospital 
is now being utilized within the Medical Center im- 
mediately north of University Hospital. This unit is 
designed for the care of children with mental illness, A 
general Pediatrics Unit for the care of all illnesses of 
childhood will soon follow. 


Medical Research 


May 15, 1954 was the date to which we had looked 
forward for many years—the dedication of a new medi- 
cal research building made possible by the generosity 
of the S. S. Kresge Foundation. This modern structure 
with its excellent research facilities is serving admir- 
ably to meet one of the greatest needs in medical re- 
search today, namely, the recruitment and training of 
personnel, We have every confidence that the new 
Kresge Research Building will bring strong, resource- 
ful research men and women to reinforce the distin- 
guished members of the staff now at work in these 
laboratories. Every effort will be made to augment and 
support this group in their determination to make the 
Medical School progressive, notable, and effective in 
advancing medical science throughout the world. 


A. C. FURSTENBERG, M.D. 
Dean of the Medical School 
University of Michigan 

Ann Arbor, Michigan 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the first-of twelve 

from the University of Michigan. 


Practical Therapeutics 


Advances in the Management of Hematologic Disorders 


FRANK H. BETHELL, M.D. 


From the Thomas Henry Simpson Institute for Medical Research and the Department of Internal Medicine 


University of Michigan 
Ann Arbor, Michigan 


The Anemias 


THE WORD “ANEMIA” has the same generic significance 
as the terms “fever” and “cough.” When used with 
certain qualifying adjectives it may have specific con- 
notations, in a manner analogous to typhoid fever and 
whooping cough. Thus, pernicious anemia and sickle 
cell anemia are disease entities, whereas other adjec- 
tives, such as primary, secondary, macrocytic, hypo- 
chromic and hemolytic, convey no specificity. These 
obvious truisms are emphasized because, although no 
enlightened physician would accept a diagnosis of 
fever or cough as a basis for therapy, all too many 
practitioners will prescribe a “hematinic” on the find- 
ing of a low hemoglobin and look no further. 

In particular, certain relatively common causes of 
anemia are frequently overlooked. These include 
chronic asymptomatic blood loss, hypothyroidism, 
chronic renal insufficiency, and some primary hema- 
tologic disorders, such as aleukemic leukemia and 
plasmocytic myeloma. 

Recognizing the importance of the search for and 
removal or palliation of causative conditions, we may 
proceed to discuss measures designed either to pro- 
mote the formation of normal erythrocytes in physio- 
logic numbers or to prevent their excessive destruction. 

The maintenance of the normal number of erythro- 
cytes and amount of hemoglobin depends upon a 


GP July 1958 


dynamic equilibrium between production and re- 
moval. Since the normal life span of the erythrocyte is 
about 120 days, 0.83 per cent of the circulating cells, 
approximately 250 billion in the case of a male adult, 
will enter and leave the blood stream each day. For the 
most part, the constituents of the corpuscles are ef- 
fectively conserved and reutilized, although the con- 
servation of materials which cannot be synthesized by 
the body, such as iron and essential amino acids, is 
incomplete, and anemia due to deficiency of these 
materials is not uncommon. 

The functional erythrocyte is the end product of a 
complex growth and developmental process which in- 
volves the formation and breakdown of cytoplasmic 
and nuclear protein. Of especial importance in these 
cytochemical reactions are the vitamins, folic acid and 
vitamin Big. When the supply of any of these sub- 
stances is inadequate, the development of red cells is 
impaired, and a qualitatively defective and quantita- 
tively insufficient product results. The term used to 
describe the morphologic changes accompanying these 
biochemical aberrations is megaloblastic. 

Iron, good quality protein, folic acid, vitamin By, 
and vitamin C (because of its role in folic acid metab- 
olism) are the dietary constituents of greatest impor- 
tance from the standpoint of deficiency anemia. In- 
adequate intake is not, however, in the case of most of 
these substances, the commonest cause of their de- 
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ficiency. Excessive loss, increased demand or im- 
paired absorption are responsible for the majority of 
cases of deficiency anemia. Definitive diagnosis as a 
basis for rational therapy entails the identification of a 
deficiency, if present, and the discovery of its cause. 


Anemia Due To Iron DEFICIENCY 


The most generally available and useful hematologic 
test for iron deficiency anemia is still the mean cor- 
puscular hemoglobin concentration as determined by 
accurate hemoglobin and hematocrit estimations. In 
the presence of complex situations involving anemia 
of suspected multiple etiology, the determination of 
the plasma iron and plasma total iron binding capacity 
and the application of a Prussian blue staining tech- 
nique to films of marrow aspirate may be highly in- 
formative. The normal plasma iron level is within a 
range of about 40-170 mcg. per 100 ml., and the total 
iron binding capacity is between 300-430 mcg. per 100 
ml. In iron deficiency states the serum iron level is 
usually less than 20 mcg., and the total binding ca- 
pacity may be excessively high. A Prussian blue stain 
technique demonstrates iron-containing hemosiderin 
in macrophages of marrow aspirate, which is a normal 
finding. In the presence of iron deficiency anemia, the 
iron stores of the marrow are depleted, and hemo- 
siderin may be scanty or absent. 

The official (U.S.P.) iron salts, in tablet or syrup 
form, namely ferrous sulfate and ferrous gluconate, 
meet the needs of the great majority of patients having 
iron deficiency. As a rule the daily dose should supply 
200-250 mg. of metallic iron daily. To provide such an 
amount, approximately 900 mg. (3 tablets) of ex- 
siccated ferrous sulfate or 1,800 mg. (6 tablets) of hy- 
drated ferrous sulfate or ferrous gluconate is required. 
Generally these preparations are well tolerated, effi- 
ciently absorbed and therapeutically effective. Toler- 
ance may be developed by increasing the dose from one 
tablet of 0.3 Gm. to 3 or 6 tablets daily, and by admin- 
istration immediately after meals. Unless there is con- 
tinued or recurrent blood loss, four to six weeks of iron 
therapy in any case should be adequate to bring the 
hemoglobin concentration to normal and to replenish 
iron stores. 

Nonofficial iron preparations for oral administration, 
which have advantages in certain situations because 
they are well tolerated as well as readily absorbed, in- 
clude the following: 

Colloidal Iron (‘‘Ferrocol”’). In this preparation, ele- 
mental iron is combined with or dispersed in a colloid 
made by the digestive action of papain on casein. The 
complex so formed contains 20 per cent iron, and the 
amount of iron in each 0.325 Gm. capsule is 65 mg. 
The dose is one to two capsules three times a day. 
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Glycine-Ferrous Sulfate Complex (“‘Ferronord”). This 

preparation consists of ferrous sulfate complexed or 
chelated with alpha-aminoacetic acid. Ferronord is 
supplied in tablets containing the equivalent of 40 mg. 
of iron, and the usual dose is two tablets three times 
daily. 

Parenteral Iron Therapy. There are no imperative in- 
dications for the use of parenteral iron therapy, ex- 
cept in conditions where iron is needed, absorption by 
the oral route is defective, and blood transfusions are 
refused on religious grounds or are locally unavailable. 
Nevertheless, the parenteral route of administration 
possesses real advantages in some situations which in- 
volve only a small number of patients with hypo- 
chromic anemia. 

In the author’s opinion, hypochromic anemia should 
be treated by injections when one or more of the fol- 
lowing considerations apply: 

1. Malabsorption of iron, which may be associated 
with total or subtotal gastrectomy, intestinal disease, 
steatorrhea, reduced intestinal absorptive surface or 
very rarely unexplained. 

2. Inability to be sure that oral medication is taken, 
as sometimes is the case with inmates of institutions, 
occasionally in children, and when ignorance, lack of 
intelligence or unfavorable environmental factors 
create uncertainty. 

3. Refusal to take iron by mouth, a position assumed 
by an occasional patient, almost exclusively female, on 
the grounds that she “can’t take any kind of iron,” 
usually evolving as a neurosis from an earlier un- 
pleasant enteric experience and quite resistant to the 
usual means of establishing tolerance. 

4. For a rapid therapeutic effect, as in the case of 
hospitalized patients with severe hypochromic anemia 
whose calculated degree of iron depletion may be 
completely corrected by a series of daily injections. 

Iron supplied by ionizable salts injected intramus- 
cularly or intravenously is almost completely available 
for hemoglobin formation. Until quite recently, medici- 
nal preparations for parenteral use either contained so 
little iron that they were not worth while, or they 
caused such severe local and systemic reactions that 
their administration was accompanied by discomfort 
and actual danger. This situation was materially 
changed with the introduction of saccharated iron 
oxide in colloidal suspension. This preparation, when 
fresh and properly prepared, is relatively nontoxic if 
given by vein. In tissues it is highly irritating which 
precludes its intramuscular or subcutaneous ad- 
ministration and is responsible for painful local reac- 
tions if material escapes from the vein. 

Colloidal suspension of saccharated iron oxide is 
available in proprietary preparations supplying 100 


GP Volume XVitl, Number 1 


m 
ni 
te 
9 
h 
Cc 
uu 
a 
l; 


mg. of iron in 5 ml. ampuls. Single doses should not 
exceed one ampul, and care must be taken that the 
needle point is completely within the vein. The ma- 
terial should be injected slowly over a period of five 
minutes, and an added precaution to prevent local 
thrombophlebitis, an occasional complication, consists 
of following the iron injection by the administration of 
20 ml. of 5 per cent glucose solution. 

Severe systemic reactions including convulsions 
have followed the intravenous administration of sac- 
charated iron oxide and have been attributed to 
instability on prolonged storage. Consequently, as well 
as for reasons of convenience, this product has been 
largely replaced in the therapy of iron deficiency 


anemia by a recently developed intramuscular prepara- 
tion, an iron dextran complex (Imferon), which is well- 
tolerated and effective. Ampuls of Imferon are of two 
sizes, containing 100 and 250 mg. of iron in 2 and 5 
ml. respectively. An initial dose of 2 ml. intramuscu- 
larly may, if well-tolerated, be followed by injections of 
5 ml. daily until the desired amount has been given. 

In calculating the total dose of a parenteral iron 
preparation, it may be assumed that virtually all of the 
iron injected will be available for hemoglobin forma- 
tion if needed. The metal will enter the body’s labile 
iron pool, and less than 1 per cent will be excreted. A 
satisfactory allowance based on individual require- 
ments is the administration of a total dose of 200 mg. 
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Figure 1. Mechanisms of vitamin By, and folic acid deficiency states. 
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of iron for each 1-gram deficit of hemoglobin per 100 
ml. of blood, assuming normal hemoglobin values per 
100 ml. of 16 grams for men, 14 grams for women and 
children over the age of 5 years, and 12 grams for the 
age range of 3 months to 5 years. This dosage provides 
about a 25 per cent excess of iron over that needed for 
new hemoglobin in order to replenish depleted iron 
stores. Thus, in the case of an adult female with 
hypochromic anemia and a hemoglobin of 6 grams, the 
deficit from 14 is 8, which multiplied by 200 is 1,600, the 
total dose in milligrams of iron. This amount may be 
provided by an initial dose of 2 ml. (100 mg.) which, if 
well tolerated, may be followed by six injections of 5 
ml. (250 mg.) administered daily or at convenient in- 
tervals. 


AnemiAs Due To DericiENCy OF VITAMIN oR Fouic 
Acip 


The nutritional requirements for vitamin By, and 
folic acid in man are unknown. But there is no evidence 
that dietary sources of these vitamins, supplemented by 
intestinal bacterial synthesis, are inadequate, except in 
rare situations. Anemia due to lack of vitamin Bj, or 
folic acid, when an absorption defect is not present, is 
extremely uncommon. Consequently, the inclusion of 
these substances in “hematinic” mixtures is irrational 
and serves no useful purpose (Figure 1). 

Deficiency of either vitamin Bj, or folic acid, in- 
cluding its analogue, citrovorum factor (folinic acid, 
Leucovorin), may result in anemia characterized by an 
abnormal form of red blood cell development (“‘mega- 
loblastic”) leading to the production of insufficient 
numbers of predominantly large, ill-formed erythro- 
cytes which are, nevertheless, well-filled with hemo- 
globin—megaloblastic, macrocytic, normochromic 
anemia. 

There is no simple readily available laboratory pro- 
cedure by which vitamin By, and folic acid deficiencies 
may be differentiated. However, clinical features of the 
case, supplemented by ordinary laboratory examina- 
tions, will usually indicate which factor is missing in a 
large proportion of cases with a high degree of ac- 
curacy. In middle-aged and older adults, pernicious 
anemia is the most common form of megaloblastic 
anemia. It is due to impaired absorption of vitamin By: 
consequent upon the lack of gastric intrinsic factor. 
Diagnosis is made with a reasonable degree of cer- 
tainty by the history of progressive symptoms of 
anemia, often with periodic soreness of the tongue, 
and varying severity of neurologic manifestations, ac- 
companied by macrocytic anemia, histamine-refractory 
achlorhydria together with absence of associated gastro- 
intestinal abnormalities or gross dietary deficiencies. 
Prompt and complete therapeutic response to paren- 
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terally administered vitamin Biz may be regarded as 
confirmation of the diagnosis. 

In questionable cases with anemia, examination of 
bone marrow aspirate should always be done, and de- 
termination of the concentration of vitamin By in the 
serum is advisable. The serum vitamin Bye level is 
normally within the range of 100-400 mcg. per 100 
ml., whereas in pernicious anemia and other By: de- 
ficiency states, the value is commonly less than 50 mcg. 
per 100 ml. 

For the demonstration of a lack of gastric intrinsic 
factor and therefore of greatest specificity in the diag- 
nosis of pernicious anemia, there are now available 
tests involving the absorption and excretion of radio- 
active vitamin Bz. The most commonly employed test 
of this type is that described by Schilling or some 
modification of it. It is based upon the observation that 
normal persons, when given 1.0 mcg. of Co™-labeled 
By2 by mouth, followed in one-half hour by the injec- 
tion intramuscularly of 1,000 mcg. of nonradioactive 
Bie, excrete from 7 to 30 per cent of the oral dose in 24 
hours. Patients with pernicious anemia, on the other 
hand, under these conditions excrete from 0 to 2.5 per 
cent. However, when the labeled vitamin is given to- 
gether with a source of intrinsic factor, such as a 
concentrate of hog duodenal mucosa, the excretion 
levels approach those of normal persons. This pro- 
cedure is especially useful in the diagnosis or exclusion 
of pernicious anemia in persons who have been under 
treatment and whose hematologic values and clinical 
status are normal or equivocal. 

In infancy and pregnancy, megaloblastic anemia most 
often responds to treatment with folic acid or citro- 
vorum factor and is probably due to relative deficiencies 
of both folic acid and ascorbic acid, with increased 
demand playing an important role. Malabsorption 
syndromes, such as in sprue, idiopathic steatorrhea, 
chronic partial enteric obstruction, intestinal blind 
loops and diminished absorptive surface, frequently 
involve lack of both vitamin By, and folic acid. In- 
terestingly, their administration not only corrects the 
anemia, but often is followed by improvement in other 
manifestations of malabsorption. 

After gastrectomy and in association with some cases 
of fish tapeworm infestation, macrocytic anemia is due 
to lack of vitamin By», in the former situation because 
of removal of the site of formation of intrinsic factor, 
and in the latter because of utilization of dietary Biz by 
the parasite. Also rarely in chronic liver disease, 
notably postnecrotic hepatitis, macrocytic anemia 
responsive to Biz therapy does occur. An increasing 
number of cases of megaloblastic anemia developing 
after prolonged administration of anti-epileptic drugs 
has been reported during the past four years. The 
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Figure 2. Addisonian pernicious anemia treated with vitamin By. 


drugs that have been most. often incriminated are 
diphenylhydantoin (Dilantin) and pridone (Myso- 
line). 

The absorption defect in pernicious anemia, namely 
lack of intrinsic factor, cannot be corrected so that the 
need for therapeutic vitamin By2 continues throughout 
the life of the patient. Positive assurance of entrance 
into the body can only be obtained by parenteral 
administration. Since vitamin By, supplied as 
crystalline material, is nontoxic and nonantigenic, 
and since maintenance therapy may be carried out by 
injections at intervals of several weeks, the intramuscu- 
lar route of administration is preferred. Orally ad- 
ministered material is, however, effective if a source of 
intrinsic factor is provided or if the dose of vitamin By, 
without intrinsic factor is sufficiently large. 

Because vitamin Bj» in solution for parenteral use is 
inexpensive and nontoxic, very large intramuscular 
doses are sometimes advocated. Since the greater part 
of doses in excess of 100 mcg. is excreted in the urine, 
such quantities seem wasteful and extravagant. More- 
over, there is no evidence that improvement is more 
rapid or neurologic changes more favorably affected by 
such therapy. 

The therapeutic regimen for pernicious anemia pre- 
ferred by the author is as follows: For patients in re- 
lapse, the initial therapy is vitamin By» crystalline 
(Cyanocobolamin), 50 mcg. intramuscularly daily for 
six days, then twice weekly until the blood values, in- 
cluding the erythrocyte mean cell volume, are within 
normal limits. For maintenance therapy, one injection 
monthly of 50 mcg. is adequate for most patients. For 
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those with central nervous system involvement, semi- 
monthly injections provide an extra margin of safety 
(Figure 2). 

Crystalline vitamin By is preferred to the concen- 
trate, in spite of greater cost, because some patients 
develop sensitivity to the latter. For the same reason, 
liver extract is not advocated as a source of vitamin Bjo; 
and, furthermore, it is considerably more expensive 
than vitamin Bj crystalline in equivalent amounts. 

Oral preparations of relative effectiveness, but de- 
pending upon variable degrees of absorption, include 
Vitamin By with Intrinsic Factor Concentrate, of 
which the dose is one U.S.P. unit daily, and vitamin 
Big without intrinsic factor which should be pre- 
scribed in tablets of 2,000 mcg. once weekly. It is not 
advisable to treat patients with pernicious anemia in 
relapse or those with spinal cord lesions by means of 
oral preparations exclusively, although they may be 
used as supplements to parenteral therapy. The im- 
portance of periodic clinical and hematologic re-evalua- 
tion is to be emphasized. 

In vitamin By2 deficiency anemias other than perni- 
cious anemia, it is also advisable to employ parenteral 
Bio therapy since, in most of these conditions, malab- 
sorption plays a part. Continued maintenance treat- 
ment is usually indicated unless the condition is self- 
limited, as in some cases of megaloblastic anemia of 
infancy and pregnancy, or can be corrected, as by re- 
moval of a fish tapeworm or by surgical correction of an 
intestinal blind loop or partial obstruction. 

When folic acid is indicated, as in most cases of 
megaloblastic anemia of infancy and pregnancy, the oral 
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Figure 3. “ Pernicious anemia” of the puerperium treated with folic 
acid. 


ETIOLOGIC CLASSIFICATION OF 
AUTOIMMUNE HEMATOLOGIC DISORDERS 


Idiopathic 


Hemolytic Anemia 

Thrombocytopenic Purpura 

Thrombotic (Thrombohemolytic) Thrombocytopenia 
Splenic Neutropenia 

Acute infections, including rubella, varicella, infectious mononucleo- 
sis and unidentified viral infections. 

Chronic infections, especially granulomatous infections, as tubercu- 
losis, ‘brucellosis, sarcoidosis, histoplasmosis, malaria. 

Congestive splenomegaly, due to any condition producing elevation 
of pressure in the portal vein system. 

Infiltrative splenomegaly, especially the lipid histiocytoses, as 
Gaucher’s disease. 

Collagen” diseases, including polyarteritis nodosa, systemic lupus 
erythematosus, scleroderma and rheumatoid arthritis (Felty’s 
syndrome). 

Myeloproliferative syndromes, commonly in myelofibrosis (agnogenic 
myeloid metaplasia), rarely in granulocytic leukemia and poly- 
cythemia vera. 

Malignant lymphomas, including chronic lymphocytic leukemia, 
Hodgkin’s disease, lymphosarcoma and malignant reticuloses. 

Splenic neoplasms and cysts. , 


Table I. 


method of administration is usually as effective as the 
parenteral For infants, an adequate daily dose is 5 mg. 
of folic acid or 3 mg. of Leucovorin given in solution 
mixed with the formula. Adults may be given folic acid, 
5 mg. three times a day. In the case of severely ill 
patients suffering with ulcerative stomatitis and 
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esophagitis with nausea, vomiting and fever, a syndrom: 
not infrequently associated with profound folic acic 
deficiency, as well as in those with intestinal malab- 
sorption, administration of folic acid should be by th« 
intramuscular route in daily doses of 15 mg. for five 
days followed by 15 mg. intramuscularly twice weekly. 
once weekly and biweekly as the condition improves. 
When remission is complete, medicinal folic acid may 
be discontinued provided the diet is satisfactory anc 
there is no persistent intestinal disease (Figure 3). 


Immunohematologic Disorders 


Immunologic mechanisms as factors in the patho- 
genesis of hematologic disorders have received increas- 
ing attention since the discovery of the Rh factor. The 
role of red blood cell isoimmunization, or sensitization 
by cells of the same species but differing in blood factor 
antigenicity, as the cause of erythroblastosis fetalis and 
many transfusion reactions, stimulated the develop- 
ment of numerous refinements of technique for the 
demonstration of “incomplete,” “blocking” and 
“adsorbed” antibodies. The most notable advance in 
this respect was the introduction of the Coombs test 
which makes use of serum containing antihuman 
globulin. The serum is prepared by immunizing rab- 
bits against human gamma globulin. If erythrocytes 
become coated with globulin, the resulting film of at- 
tached protein will combine with the antiglobulin in 
the rabbit serum, and the corpuscles will then ag- 
glutinate. 

Soon after the application of the Coombs test to 
cases of suspected isoimmunization, it was observed 
that in other forms of acquired hemolytic anemia, 
positive Coombs tests might be obtained. These are 
instances of autoimmunization, a large and apparently 
growing group of disorders which includes many cases 
of disseminated vascular disease, such as polyarteritis 
nodosa and lupus erythematosus, as well as primary 
and secondary forms of “hypersplenism” manifested 
by hemolytic anemia, thrombocytopenia or neu- 
tropenia. 

In such situations, a gamma globulin may be elabo- 
rated which has the property of coating blood cells or 
fixed tissue cells, especially those of connective tissue 
and vessels. The coated cells may then become vul- 
nerable to cellular and humoral agents which can 
destroy them, as in acquired hemolytic anemia; in- 
hibit their development, as in idiopathic thrombocyto- 
penic purpura; or cause an inflammatory reaction, as in 
the vasculitides and fibrinoid degeneration of systemic 
lupus erythematosus. 

The management of conditions due to blood cell iso- 
immunization is a limited and relatively specialized 
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problem, since it deals essentially with transfusion 
reactions and erythroblastosis fetalis. The former can 
be largely prevented by proper blood matching and 
other precautions with respect to labeling and identifi- 
cation. Erythroblastosis fetalis can only be treated 
effectively by exchange blood transfusion. When 
erythroblastosis is suspected, on the basis of prenatal 
determinations of Rh antibodies in all pregnant Rh- 
negative women, or because of the previous birth of an 
erythroblastotic infant, arrangements should be made 
to deliver the child under circumstances that will 
permit exchange transfusion within four hours after 
birth at a suitably staffed and equipped medical center. 
In many cases, this will mean transportation of the 
woman to such a center before the expected date of 
confinement, and possibly induction of labor. 

Hematologic disorders resulting from autoimmuni- 
zation are extremely varied both in etiology and in 
manifestation. Table I presents an etiologic classifica- 
tion of this group of conditions. The differential diag- 
nosis will also include, of course, other causes of 
hemolytic anemia, thrombocytopenia and leukopenia, 
such as drug sensitization and chemical intoxication 
and primary and secondary conditions affecting the 
bone marrow. 

The treatment of autoimmune disorders may present 
a highly complex problem. There is often an urgent 
presenting manifestation such as severe progressive 
anemia, intractable bleeding or fulminating infection. 
There is the autoimmune mechanism itself to be dealt 
with, and there is the need to search for and,.if dis- 
covered, to treat a primary disease entity. 


AUTOIMMUNE HEMOLYTIC ANEMIA 


Patients having autoimmune hemolytic anemia com- 
monly destroy transfused red blood cells with great 
rapidity, and, indeed, the administration of whole 
blood may augment the hemolytic process and cause 
further lowering of the hemoglobin level, as well as 
embarrass the liver and kidneys by the combined 
effects of anemic anoxia and excessive delivery of the 
products of the breakdown of erythrocytes. 

The emergency treatment of such patients consists 
of the intravenous administration of hydrocortisone 
hemisuccinate (Solu-Cortef), 75-100 mg., followed 
immediately by transfusion of sedimented erythrocytes 
from one unit (500 ml.) of fresh or bank blood not 
more than six days old. The blood should preferably 
be of the same ABO and Rh groups as that of the pa- 
tient; but if, as is frequently the case in this condition, 
there is difficulty in cross matching because of auto- 
agglutination or excessive rouleau formation, blood of 
group O Rh- should be employed without delay. After 
allowing the first 100 ml. of sedimented cells to enter 


GP July 1958 


the vein slowly over a one-hour period, if there are no 
symptoms indicative of reaction, such as back pain or 
chilliness, the remainder of the blood may be introduced 
relatively rapidly during a second hour. More than one 
unit of sedimented blood cells is seldom necessary or, 
in fact, advisable for the initial transfusion. It is of the 
utmost importance to maintain corticosteroid coverage. 
This is best done by administering orally hydrocor- 
tisone, 25 img., or an equivalent dose of another 
corticoid, every six hours four times a day, with the 
first dose given simultaneously with the intravenous 
hydrocortisone hemisuccinate, since the latter is fully 
effective for only about four hours. 

Most patients in their first episode of idiopathic im- 
munohemolysis respond to the regimen described, and 
do not require multiple blood transfusions since their 
rate of red cell production is usually extremely rapid, 
and the erythroid values rise quickly when the hemolysis 
is arrested. Whether, in such cases, to discontinue, by 
gradual tapering off after ten to 14 days of treatment, 
the corticoid administration, or to proceed with sple- 
nectomy while the patient is under the favorable influ- 
ence of the steroid is best decided on an individual 
patient basis. If the illness is of short duration, not ex- 
ceeding two or three months, the likelihood of obtain- 
ing a sustained remission without splenectomy is great 
enough to justify the trial. On the. other hand, if the 
condition is chronic or if there is a history of previous 
episodes of hemolysis, splenectomy is best performed 
without interruption of hormone therapy. 


IDIOPATHIC THROMBOCYTOPENIC PURPURA 


The same general therapeutic considerations apply 
to the management of idiopathic thrombocytopenic 
purpura as to hemolytic anemia. The former condition, 
however, is more common in children and young adults 
and more likely to be acute and self-limited. Therefore, 
it is possible to avoid splenectomy in a much higher 
proportion of cases of idiopathic thrombocytopenic 
purpura than of hemolytic anemia. 

When bleeding is an urgent problem, blood loss 
should be replaced by transfusions of whole blood 
freshly obtained and handled throughout by means of 
nonwettable (“‘siliconized”) equipment, in order to 
retain viable platelets. The hemostatic effects of 
platelets may be secured without introducing surplus 
erythrocytes by means of platelet transfusions. This 
procedure is technically rather complicated but is 
currently available in most centers to which patients 
with hematologic problems may be referred. 


IDIOPATHIC NEUTROPENIA 


A somewhat different situation prevails with respect 
to idiopathic auto-immune neutropenia, usually spoken 


103 


‘ 


of as primary splenic neutropenia or granulocytopenia. 
This condition is almost always chronic and is usually 
associated with present or past complaints of painful 
swollen joints, even though there may be little or no 
objective evidence of joint disease. When rheumatoid 
arthritis is clearly present, the condition is known as 
Felty’s syndrome. However, it should be emphasized 
that these are all related systemic disorders having 
mesenchymal reactions with varied symptomatology 
depending upon the degree of hemopoietic, reticulo- 
endothelial, vascular and synovial tissue involvement. 

When neutropenia is the prominent hematologic 
feature, the major clinical manifestation is infection. If 
the infectious process can be treated successfully, the 
indications for correction of the neutropenia are 
usually less urgent than is the case either with he- 
molytic anemia or thrombocytopenic purpura. Never- 
theless, in cases of severe infection, treatment with 
corticoids as well as antibiotics is often of great value 
since it may permit an adequate leukocytic response. 
Splenectomy is a worthwhile procedure in many cases 
of idiopathic autoimmune neutropenia and Felty’s 
syndrome, especially those characterized by chronic or 
recurrent skin infections or pneumonitis. 


GENERAL THERAPEUTIC CONSIDERATIONS 


Occasional patients will be encountered demon- 
strating any of the forms of idiopathic autoimmune 
hematologic disease who do not respond to the usually 
adequate doses of corticoids which we have found to 
be, daily, cortisone acetate, 300 mg., hydrocortisone, 
200 mg., prednisone and prednisolone, 60 mg., and 
methyl prednisolone, 48 mg. In such cases the dose 
should be doubled and even trebled before concluding 
that the treatment is ineffective and proceeding to 
splenectomy. 

Because of the systemic nature and widespread 
tissue involvement of the autoimmune hematologic 
disorders, removal of the spleen does not constitute 
specific therapy for any of them. Indeed, it is difficult 
to explain why removal of the spleen should have any 
important effects. The amount of lymphocytic and 
reticuloendothelial tissue in the human spleen is small 
compared to the total quantity in the body, the pro- 
duction of antibodies is not dependent on the spleen, 
and the immune response to exogenous antigens is not 
seriously modified after splenectomy. Nevertheless, the 
spleen does exert a major influence in these conditions, 
probably mediated through both humoral factors and 
mechanical sequestration and removal from the circula- 
tion of particulate elements. 

The nonspecificity of hyperfunction or dysfunction 
of the spleen in the so-called hypersplenic disorders is 
reflected by the merely relative efficacy of splenectomy 
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in their correction. The prognosis for complete and 
lasting cure is better for young persons and in cases of 
short duration, with the outlook best in idiopathi: 
thrombocytopenic purpura (60-85 per cent cures). 
and respectively less favorable in idiopathic autoim- 
mune hemolytic anemia (30-60 per cent cures), and 
autoimmune neutropenia (less than 25 per cent cures). 
However, it is to be emphasized that, even thougl: 
correction of the hematologic abnormality is not com- 
plete, improvement may be substantial so that overt 
manifestations do not occur or are minimal. 

When there is recurrence of the disorder with 
symptoms after splenectomy, the adrenal cortical 
hormones are again indicated. In some cases a remis- 
sion of variable duration may be provoked by corticoid 
therapy in full dosage, as described above. In others 
continued administration of smaller doses, such as 
prednisone, 10-20 mg. daily, may be required in order 
to keep the autoimmune process under partial con- 
trol. Idiopathic thrombocytopenic purpura, in par- 
ticular, is frequently episodic in its more severe mani- 
festations ; and patients may be instructed to take their 
hormone therapy without delay upon the occurrence 
of active purpura. 

Hemolytic anemia and, less commonly, thrombocy- 
topenia and neutropenia occur as manifestations of a 
secondary autoimmune process during the course of 
many cases of leukemia, lymphoma and so-called non- 
leukemic myeloproliferative diseases. The association 
occurs most often in chronic lymphocytic leukemia, 
lymphocytic sarcoma, reticulum cell sarcoma, Hodg- 
kin’s disease, malignant reticulosis with or without 
frank monocytic leukemia and myelofibrosis (agnogenic 
myeloid metaplasia). Management of patients with 
such disorders includes treatment of the specific 
disease, which is the primary consideration, unless the 
urgency of the situation demands immediate institu- 
tion of corticoid therapy. In general, for the leukemias 
and lymphomas systemic therapy with chemical agents 
is the preferred form of therapy and will be discussed 
later. Patients with agnogenic myeloid metaplasia 
having very large spleens may be benefitted by x-radia- 
tion to the splenic region in a total dosage of 800 to 
1,200 roentgens through anterior and posterior ports. 

The keystone of therapy in most cases of autoim- 
mune hemolytic anemia and thrombocytopenia second- 
ary to chronic and incurable diseases is the continued 
administration of corticosteroids. In many instances, 
the dose may be kept low, but individual requirements 
vary greatly. The risk of activation of peptic ulcer with 
acute bleeding must always be borne in mind in pa- 
tients on such regimens. Partly because of this danger, 
consideration may be given to splenectomy, even in 
patients known to have a disseminated and ultimately 
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fatal disease. Cessation of hemolysis or return of 
platelets often follows removal of the spleen in such 
cases, but the benefit is of disappointingly short dura- 
tion in too many instances to justify enthusiastic 
support of the procedure. 


Leukemia and Lymphoma 


The treatment of chronic leukemia and lymphoma, 
including Hodgkin’s disease, was until comparatively 
recently almost wholly within the province of the 
radiologist. For acute leukemia no useful therapy was 
known, other than supportive measures. Therefore, 
except as an interesting and baffling medical problem, 
the subject of leukemia occupied little of the attention 
of the general practitioner, internist or pediatrician. 
Two factors have materially changed the attitude of the 
profession toward this group of disorders. First is the 
availability of chemical agents and hormones which 
specifically affect the abnormal growth of cells, and 
second is the undoubted increasing incidence of 
leukemia at all ages. 

Although radiation therapy retains an important 
place in the management of many patients with neo- 
plastic disease of the hemic and lymphatic systems, its 
role has become secondary to that of drugs, in the 
opinion of most hematologists, except in the treatment 
of polycythemia vera, where radioactive phosphorus 
has advantages, and of localized tumors of lymph nodes 
or spleen where regional x-ray therapy is generally 
indicated. 

The therapeutic application of radiation remains, as 
it should, exclusively within the province of the radia- 
tion therapist. On the other hand, drug administration 
in leukemia and lymphoma, although it may be initiated 


Figure 4. Methotrexate (Amethopterin). 
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‘by one with special interest and experience in this 


group of diseases, is usually carried on, with blood 
counts and dosage modifications, by local practitioners. 
Therefore, it is appropriate to discuss the agents 
currently available under the headings of the different 
types of leukemia with respect to indications for use, 
dosage and side effects or toxicity. 


AcuTE LEUKEMIA 


The outlook for patients suffering with acute leu- 
kemia has undergone, during the past decade, con- 
siderable modification although the disease remains 
invariably fatal, and the proportion of patients who 
can be benefited, even temporarily, continues to be 
disappointingly low. Following the advent of the folic 
acid antagonists and, soon afterward, corticotrophin 
and the adrenal cortical steroids, it became reasonable 
to assume a positive attitude toward the treatment of 
acute leukemia, especially in children and young adults. 
The introduction of the antipurines and the availability 
of an ever-increasing number of antibiotics, together 
with improved methods for the use of blood and blood 
derivatives, have added greatly to the therapeutic re- 
sources in the management of patients with acute 
leukemia. 

It is to be hoped that much more effective control 
may be established through the use‘of combinations of 
antimetabolites which exert sequential blocking effects 
on nucleic acid synthesis. It is, however, hardly rea- 
sonable to expect that metabolic-interfering agents can 
ever, of themselves, be curative. For optimum results, 
reliance must be placed on the resistance of the host. 
Hormonal therapy may play an important role in pro- 
moting host resistance and the capacity to reestablish 
and maintain normal hemopoiesis. 


Figure 5. 6-Mercaptopurine 


(Purinethol). 
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ANTIMETABOLITES IN ACUTE LEUKEMIA 


The analogues of folic acid (pteroylglutamic acid) 
in which an amino group has been substituted for a 
hydroxyl group in the fourth carbon position have 
proved to be the most effective of all the antimetabolites 
in acute leukemia; but, because of the early develop- 
ment of toxicity in most adults with the disease, their 
usefulness is largely restricted to children. 

Methotrexate (Amethopterin) is the member of this 
class of compounds which is presently supplied for 
dispensing by physicians (Figure 4). 

Initial dosage is 5 mg. daily by mouth for older 
children and adults. Small children should be given 
2-3 mg. and infants 1 mg. daily. Close watch should 
be kept for oral lesions which may also involve other 
mucosal surfaces such as those of the vagina and rec- 
tum. The manifestations include erythema and whitish 
plaques of circumscribed necrotic tissue which may 
become confluent and membranous and proceed to 
ulceration. Frequent peripheral blood and _ periodic 
marrow examinations are also required. Profound 
leukopenia occurring during initial therapy is not 
necessarily an indication for its discontinuance unless 
marrow aspiration reveals severe hypocellularity. In 
favorable cases, disappearance of leukemic cells from 
the blood may result in very low leukocyte counts but 
be followed by the emergence of normal elements. 
Virtual absence of platelets, associated with purpura 
or hemorrhage, is a signal for discontinuing anti- 
metabolite therapy and immediate institution of 
corticosteroid administration. 

6-Mercaptopurine (6MP; Purinethol), a purine 
antagonist, has a higher threshold of toxicity than the 
*‘antifolics,” and it is probably for this reason that it is 
more effective in the treatment of adults with acute 
leukemia (Figure 5). 

Moreover, administration of 6MP may be followed by 
remission of acute leukemia in children who have be- 
come tefractory to methotrexate. Unfortunately, re- 
sistance develops rather readily to 6MP. The usual 
dose of 6MP is 2.5 mg. per kilogram per day. The time 
required for an effect to be noted in peripheral blood 
cell values is quite variable, ranging from a few days, 
in some cases of leukemia with high counts predomi- 
nantly of undifferentiated cells, to as long as several 
weeks. Therefore, during the initial period of treat- 
ment the patient should be in the hospital where he 
can be watched for signs of toxicity, especially stomatitis 
and gastrointestinal disturbances, and where leukocyte 
counts can be done at one- or two-day intervals. The 
medication should be interrupted for a few days when 
the leukemic cell count falls to as much as one-half of 
its pretreatment value and resumed when the count 
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stabilizes, usually in reduced dosage. Because marrow 
changes reflect more accurately than those of circulat- 
ing cells both the nature and degree of the response to 
6MP, aspirations should be performed whenever the 
situation is in doubt and usually at least as often as every 
two weeks during initial therapy. The dosage of 6MP, 
as well as tolerance to the drug, varies with individuals 
so that, if there is no appreciable effect after three to 
four weeks, the dose may be increased to 5.0 mg. pei 
kilogram daily for a few days. 

It is the opinion of most of those experienced in the 
use of antimetabolites in the management of acute 
leukemia that continued therapy is advisable in cases 
of complete or partial remission. Unless there are indica- 
tions of unusual responsiveness to the drug in question, 
the usual “maintenance” dose employed by the author 
in the treatment of acute leukemia in older children 
and adults is methotrexate, 2.5 mg. three times a 
week, or 6-mercaptopurine, 50 mg. daily. 


HorMoneE THERAPY IN ACUTE LEUKEMIA 


Although corticosteroid or corticotrophin adminis- 
tration is commonly begun as soon as the diagnosis of 
acute leukemia is made, it is preferable, in the opinion 
of many observers including the author, to defer such 
measures until after a trial of the antimetabolites, 
except in severely ill patients and those having gener- 
alized bleeding. The efficacy of the adrenal cortical 
hormones in acute leukemia is often striking, with 
rapid regression of lymphoid tumors, reversal of 
marrow changes and disappearance of immature cells 
from the blood, together with subsidence of symptoms 
and improvement in red cell values and platelets. 
However, the remissions tend to be quite transitory. 
In advanced and antimetabolite-refractory cases of 
acute leukemia, the steroids are always employed, 
chiefly for their subjectively beneficial effects. 

When steroid therapy is employed initially in acute 
leukemia, usual doses for adults are cortisone 300 mg., 
hydrocortisone 200 mg., prednisone or prednisolone 
60 mg., and methyl prednisolone 48 mg. daily. Chil- 
dren receive, as a rule, one-half or one-quarter of these 
doses. In some patients, remissions may be gained by 
administration of massive doses of corticoids, in the 
range of ten times those given above, for periods of 
one to two weeks. Of course, with all adrenal steroid 
therapy, and especially with the larger doses, or with 
prolonged administration, precautions must be taken 
against sodium and water retention, potassium deple- 
tion and activation of penetrating peptic ulcer. It is 
my practice to restrict sodium in the diet to 800 mg. 
daily and to prescribe potassium chloride 2.0 Gm. 
daily and an antacid before meals. 

The achievement of even temporarily beneficial re- 
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sults in acute leukemia requires careful individual 
supervision, together with supportive therapy including 
measures to control hemorrhage, treatment of inter- 
current infections and the judicious use of blood 
transfusions. 


Curonic LEUKEMIA AND LYMPHOMA 


It is not unusual for chronic leukemia to be dis- 
covered during the course of examination for unrelated 
reasons. In some of these cases there will be sufficient 
evidence of activity clearly to indicate the need for 
treatment. In many, however, without symptoms, with 
normal erythroid values, and with signs limited to 
minimal lymph node enlargement or splenomegaly, 
the question of whether or not to institute therapy will 
arise. 

When chronic granulocytic leukemia is discovered 
before the development of symptoms, it is good practice 
to begin treatment forthwith, since experience has 
shown that, almost without exception, the disorder 
will progress to a clinically active form within a period 
of a few months. It is important, however, in such 
cases to differentiate positively between granulocytic 
leukemia and myelofibrosis with splenic myeloid 
metaplasia. 

The situation with respect to therapy for asympto- 
matic chronic lymphocytic leukemia is quite different. 
Here there may be no signs of progress of the disease 
for periods sometimes lasting years. In such cases it is 
advisable, in the author’s opinion, to observe the pa- 
tient for a variable time without treatment. This 
waiting period, with re-evaluation at intervals, at first 
of two months, later as long as six months, may be 
continued indefinitely. 

At present, virtually all patients in whom therapy 
for chronic leukemia is instituted for the first time 
receive chemical agents rather than radiation. Excep- 
tions are those few patients who have a major localized 
manifestation of their disease, such as severe pressure 
symptoms or transverse myelitis. Radiation therapy 
should be given with great caution over mediastinal 
tumors where there may be danger of inducing tempo- 
rary swelling with compression of air passages. Later 
in the course of the illness, when adequate control 
cannot be maintained by means of drugs alone, radia- 
tion is frequently employed. Although local radiation 
may be given to patients who are receiving small 
maintenance doses of such agents as Myleran or 
Chlorambucil, great caution should be exercised when 
so doing because of the danger of severe bone marrow 
depression. Total body x-radiation or radioactive 
phosphorus should never be employed in patients 
receiving chemotherapy. 

Patients having malignant lymphoma are usually 
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Figure 6. Nitrogen mustard (HN2; Mustargen). 


most satisfactorily treated by means of localized x- 
radiation unless the disease is widely disseminated 
when the patient is first seen. However, almost all pa- 
tients with lymphoma should, at some period of their 
illness, receive the benefit of chemotherapy. 


CHEMOTHERAPEUTIC AGENTS FOR CHRONIC LEUKEMIA 
AND LYMPHOMA 


The most useful classes of compounds so far available 
for the treatment of chronic leukemia and lymphoma 
are those known as alkylating agents. They possess 
two or more alkyl groups which can replace chemically 
active hydrogen in constituents of body cells. It is 
believed that their biologic properties as cytotoxic 
agents result from a selective action on DNA synthesis. 

Of the very large number of alkylating agents that 
have been prepared, the most widely used in medicine 
are of two classes: the nitrogen mustards and a group 
of sulfonic acid esters known as methanesulfonyloxy 
alkanes. The members of these types of compounds 
that are currently of greatest therapeutic importance 
are next described. 

Nitrogen Mustard (mechlorethamine hydrochloride, 
methyl-bis-(8 chloroethyl) amine hydrochloride, HN» 
Mustargen) is the currently available member of the 
first group of alkylating agents to be introduced into 
cancer chemotherapy following their development in 
the chemical warfare program of World War II 
(Figure 6). 

This compound, supplied in vials containing 10 mg. 
together with 90 mg. of sodium chloride, is dissolved 
immediately before use by introducing into the vial 10 
ml. of distilled water and withdrawing a quantity that 
will provide the intended dose. Administration is 
always by the intravenous route, with care to avoid 
perivenous infiltration, and is best performed by in- 
jecting the solution into the tubing of a 50 ml. saline 
infusion. The usual dose of nitrogen mustard per 
treatment course is 0.4 mg. per kilogram of body weight, 
but not to exceed 30 mg. Although the total quantity 
may be given in a single injection, I prefer to divide 
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the dose into two or three equal amounts and ad- 
minister them on consecutive days. 

At present, the administration of nitrogen mustard 
(Mustargen) is largely restricted, among patients with 
hematologic disorders, to those having lymphomatous 
disease rather than leukemia, which is commonly 
treated with orally administered agents. The basis for 
this distinction appears to be related to the supposed 
advantages of intensive short courses of treatment in 
the former group of disorders in contrast to slower 
acting continued management in the latter. 

In the treatment of patients with Hodgkin’s disease, 
follicle lymphoma and lymphosarcoma, Mustargen has 
proved of greatest value in three types of cases: (1) in 
patients with moderately advanced forms of the disease, 
who are still responding favorably to roentgen therapy, 
the use of Mustargen at suitable intervals between 
courses of roentgen therapy may control the activity 
of the disease more effectively than roentgen therapy 
alone, and the risk of serious radiation injury to 
healthy tissue may thereby be reduced; (2) in patients 
with extensive visceral, and particularly abdominal in- 
volvement, Mustargen, because of its widespread 
distribution and selection action, is often strikingly 
beneficial ; (3) in patients with chronic, slowly progres- 
sive disease who, as a result of much radiation therapy, 
have developed tissue necrosis or pulmonary fibrosis, 
Mustargen may be the only effective form of therapy 
available. 

There are few contraindications to the use of ni- 
trogen mustard in the treatment of Hodgkin’s disease 
and other lymphomas. In the presence of extensive 
bone marrow involvement with leukopenia, thrombocy- 
topenia and severe anemia, the drug should be given in 
doses somewhat less than the usual amount of 0.4 mg. 
per kilo of body weight, and the intervals between in- 
jections should be lengthened to three or four days. It 
should be emphasized, however, that leukopenia. even 
of profound degree, is not a contraindication to cau- 
tiously employed nitrogen mustard therapy, unless the 
depression of the leukocyte count is attributable to 
prior therapy. 

In certain cases of disseminated lymphosarcoma and 
reticulum cell sarcoma with large tumor masses, treat- 
ment should be prolonged over several weeks because 
of the risk of rapid tissue breakdown, with hyper- 
uricemia and urate deposition in the kidneys. 

In the presence of jaundice or other evidences of 
hepatocellular dysfunction, nitrogen mustard should 
be avoided or given with great caution, because of the 
possibility of its producing further liver damage. 

Toxic effects of Mustargen, exclusive of local re- 
actions caused by tissue infiltration, include nausea 
and vomiting which usually occur two to four hours 
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after introduction of the drug. They may be largely 
prevented by the administration of chlorpromazine. 
25-50 mg. immediately before and three hours after 
injection of the nitrogen mustard. The delayed effects 
are related to bone marrow depression. These can be 
avoided by proper dosage selection, especially with 
reference to pre-existing damage to the marrow caused 
either by disease or by prior therapy with radiation or 
drugs. The suppression of myelopoiesis produced by 
nitrogen mustard alone is of short duration, lasting 
usually for two to four weeks. 


Triethylene melamine (TEM), an ethylenimine com- . 


pound, was introduced as a chemotherapeutic agent in 
1950 (Figure 7). 

This compound is supplied in bisected 5 mg. tablets 
and 1 mg. enteric coated tablets for oral use. The in- 
dications for its employment are in general the same as 
those for Mustargen, but because of its ease of ad- 
ministration it was favored for continued therapy in 
both leukemia and lymphoma. Recently it has been 
largely supplanted in the treatment of leukemia by 
Myleran and Chlorambucil. 

TEM is a highly potent agent capable of producing 
profound marrow depression. Furthermore, the un- 
certainties of its absorption and the variable individual 
susceptibility to its myelosuppressive action increase 
the need for cautious administration. The usual adult 
dose is 2.5 to 5.0 mg. by mouth two hours before 
breakfast with 2.0 Gm. of sodium bicarbonate for one, 
two or three days, depending upon the type of disease, 
its extent and the presence and degree of bone marrow 
involvement. No further medication is given for at least 
four weeks. Some patients receive continued therapy 
of 2.5 mg. every two or four weeks, and others are 
given courses of 7.5 to 15 mg. at intervals of three 
months or longer. Patients with lymphocytic leukemia 
or lymphoma involving the bone marrow should be 
treated with especial conservatism. 

Chlorambucil (p-bis (2-chloroethylamino) pheny]l- 
butyric acid, Leukeran) was reported as an effective 
orally administered alkylating agent in 1953 (Figure 8). 

The drug is available in 2 mg. tablets and the usual 
initial dose range is 0.1 to 0.2 mg. per kilogram of body 
weight per day, or, as a rule, 8 to 16 mg. daily. It will 
be noted that Chlorambucil is of an order of potency 
quite different from that of Mustargen or TEM, and 
may be administered continuously for long periods 
with relative safety. Nevertheless, overdosage with 
Chlorambucil is followed by myeloid depression, which 
usually occurs gradually and is readily reversible on 
discontinuing the medication. The dose range for 
maintenance therapy is 2.0 to 4.0 mg. daily. We, as 
well as others, have encountered several instances of 
sensitivity to Chlorambucil manifested by dermatitis 
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medicamentosa. Such an occurrence is an indication 
for discontinuing the drug, since Chlorambucil is not 
an indispensable agent. 

The conditions for which Chlorambucil is most useful 
are chronic lymphocytic leukemia and disseminated 
follicle lymphoma. Although it may be worth a trial in 
some patients with extensive but relatively inactive 
Hodgkin’s disease, experience with Chlorambucil in 
this condition has been disappointing, and it is inferior 
to nitrogen mustard and TEM. Excellent results have 
been obtained with Chlorambucil in the treatment of 
patients with chronic lymphocytic leukemia or follicle 
lymphoma exhibiting minimal or moderate degrees of 
disease activity, whereas those with advanced disease 
may be benefited minimally or not at all. 

Myleran (dimethanesulphonyloxybutane, busul- 
phan) was found to be effective in the treatment of 
chronic granulocytic leukemia in 1953 (Figure 9). 

This compound possesses alkylating properties that 
differ in some respects from those of the agents so far 
described and probably account for its more selective 
effect on developing granulocytes. However, there is 
little evidence favoring a truly specific biologic action 
of any of the alkylating agents on particular growing 
tissues. 

Myleran is supplied in tablets containing 2 mg. of the 
drug. Dose ranges of 0.05 mg. to 1.5 mg. per kilogram 
of body weight have been proposed, but we have found 
that the size of the patient has little relation to the 
dose response, and we have customarily employed, in 
treating patients with chronic granulocytic leukemia, 
an initial dose of 6.0 mg. per day. After a period of 
four to eight weeks, the patient is usually in good 
remission, and treatment is continued with doses of 
2.0 mg. daily or three times weekly. If the leukocyte 
count, which should be determined every two weeks, 
falls below 8,000 per cu. mm., treatment is discontinued 
until it rises above 9,000 per cu. mm. An estimate of 
platelet numbers should be made at least monthly. 
Severe bone marrow depression with profound leu- 
kopenia and thrombocytopenia may follow overdosage 
with Myleran. 

At present Myleran is the preferred agent for treat- 
ment of chronic granulocytic leukemia. Results with it 
compare at least equally well with those of ionizing 
radiation, and it has the advantages of ease of ad- 
ministration, accurate dosage control and continuous 
therapeutic action (Figure 10). 


Use or Orner Drucs Curonic LEUKEMIA 


Urethane (ethyl carbamate) as a chemotherapeutic 
agent for chronic granulocytic leukemia has been 
virtually replaced by the alkylating agents, especially 
Myleran. It is used with some success in plasmocytic 
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myeloma, but only about 25 per cent of the patients so 
treated are benefited, and duration of improvement 
rarely exceeds six months. The dose, which should be 
increased gradually to establish tolerance, is 3.0 to 4.0 
grams daily in enteric-coated tablets or in solution 
taken in a cola or other effervescent beverage. 

6-Mercaptopurine (Purinethol) is of value in the 
advanced (“blast”) stage of some patients with chronic 
granulocytic leukemia. The dosage is the same as that 
employed in acute leukemia of adults, namely 2.5 mg. 
per kilogram of body weight per day, but some pa- 
tients show a high degree of resistance to the anti- 
metabolite and require 5.0 mg. per kilo for several 
weeks before a therapeutic effect is obtained. 
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Figure 7. Triethylene melamine (TEM). 
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Figure 9. Myleran (G.T. 41; Busulphan). 
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Figure 10. Chronic granulocytic leukemia treated with Myleran. 


Corticosteroids occupy a limited but important place 
in the management of certain aspects of chronic leu- 
kemia. Their role in secondary autoimmune disease, 
with manifestations of hemolysis or thrombocytopenia, 
has already been discussed. Chronic granulocytic 
leukemia is usually affected adversely by the hormones 
because of their myelostimulatory action. Conversely, 
it might be expected that the corticosteroids would be 
beneficial in chronic lymphocytic leukemia because of 
their lymphocytolytic properties; but such an effect, 
if it occurs at all, is quite transitory. Nevertheless, in 
the advanced stages of chronic lymphocytic leukemia, 
characterized by profound weakness, anorexia and 
emaciation, the continued administration of relatively 
small doses of the adrenal cortical hormones may be 
palliative. 
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Summary and Conclusions 


Anemia should be regarded as a symptom, not a 
disease, and a cause should always be sought. 

Advances in diagnosis have made available to the 
physician precise methods of determining the nature 
of deficiencies responsible for many common types of 
anemia. By their use it becomes possible to select 
among the newer therapeutic agents those possessing 
the highest degree of specificity and certainty of effect 

Iron therapy has been greatly facilitated by the in- 
troduction of well-tolerated, effective oral preparations 
and by the development of a nonirritating product for 
intramuscular use. However, there are relatively few 
occasions when parenteral iron administration is 
preferable to the oral route. 
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There are no advantages possessed by combinations 
of iron with other metals, and no indications for the 
use of so-called hematinic mixtures containing iron 
and organic materials. 

Vitamin By, crystalline, 50 meg. per ml. for in- 
tramuscular use is the preferred dosage form for treat- 
ment of pernicious anemia and most other vitamin By: 
deficiency states. There are few situations in which 
oral preparations of vitamin Bj, including those con- 
taining intrinsic factor, are indicated. 

In folic acid deficiency anemia, oral administration 
of the vitamin, 15 mg. daily, is efficacious except in 
malabsorption conditions when the parenteral route 
should be employed. 

Inadequate intake of vitamin C may aggravate folic 
acid deficiency and lead to megaloblastic anemia, 
especially in infancy and in pregnancy and the puer- 
perium. 

Dietary supply of protein containing well-balanced 
amino acids is important for the maintenance of normal 
erythroid values. 

Autoimmune hematologic disorders may be mani- 
fested by hemolytic anemia, thrombocytopenia or 
granulocytopenia or by any combination of these 
changes. They may be of “idiopathic” etiology or 
secondary to a wide variety of systemic disorders in 
the patient. 

The major recent advance in the treatment of the 
hematologic manifestations of autoimmunization is the 


use of the corticosteroids. By their employment, 
splenectomy may be avoided in some cases. In others, 
characterized by recurrence of symptoms when steroids 
are discontinued, the pre- and postoperative adminis- 
tration of the hormones adds greatly to the safety of 
splenectomy. Another important indication for the 
administration of corticoids, either intermittently as 
required, or continuously if necessary, is recurrence 
of hemolytic anemia, thrombocytopenic purpura or 
severe neutropenia with infection after splenectomy. ty 

Among the more promising medical advances in the 
post World War II period has been the expansion of 
cancer chemotherapy. Although the beneficial effects 
of drugs in disseminated malignant disease are as yet 
severely restricted, progress so far made justifies 
optimism for the future. 

In leukemia and lymphoma, chemotherapy has an 
important and growing role. The management of pa- 
tients with these disorders is now largely in the hands 
of local practitioners. 

The selection of drugs among the alkylating agents 
(nitrogen mustard and similarly acting compounds), 
the antimetabolites (antifolics and antipurines), or the 
corticosteroids, and the regulation of therapy require 
familiarity with the newer agents and periodic clinical 
and hematologic re-evaluation. 


A coupon for ordering an extensive bibliography accompanying 
this article may be found adjacent to or near the Index to Advertisers. 


Leon Smith, M. D. 
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Ovarian Tumors 


THERE ARE over 30 types of ovarian tumors, but five 
types account for 94 per cent of the clinical cases, as 
follows: 


Serous cystadenomas................ 35% 
(benign and malignant) 

Mucous cystadenomas............... 25% 
(benign and malignant) 

25% 

Granulosa-theca cell tumors. ......... 2% 


The remaining 6 per cent include benign tumors such 
as leiomyoma, adenomyoma, adenoma, Brenner and 
adrenal cortical-like tumors; malignant tumors such 
as undifferentiated carcinoma, sarcoma, hyperne- 
phroma, mesonephroma, dysgerminoma, embryonal 
teratomas; and other tumors that may be benign or 
malignant such as arrhenoblastoma and ovarian struma. 

Smith reports that only about 25 per cent of all 
ovarian tumors are malignant. Further, it has been 
estimated that between babyhood and the age of 80, a 
human female has roughly a 1 per cent chance of 
having a benign ovarian tumor develop. Most ovarian 
malignancies occur after the age of 40. 

There are, unfortunately, no complaints that speci- 
fically indicate the presence of an ovarian tumor in its 
earliest stages. Only about 5 per cent of the malignant 
tumors are 5 cm. or less in size at the time of diag- 
nosis and most of these are discovered at operation for 
something else. Ovarian enlargement greater than 5 
cm in young women should be investigated, and any 
enlargement in menopausal women should be investi- 
gated. 

If the malignant tumor is 5 cm. or less in size, a 70 
per cent five-year survival may be expected. But with 
the larger tumors, the virulence sharply increases, and 
the over-all five-year survival for all malignant ovarian 
tumors is not more than 25 per cent. 
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Tips from Other Journals 


The surgical management of the benign tumors 
should be removal of the cyst or tumor, with conser- 
vation of the normal ovarian tissue if possible. Smith 
recommends that in all malignant tumors, the opera- 
tion should consist of removing the uterus, tubes and 
ovaries when possible, regardless of the patient’s age, 
and wide resection of associated structures as indi- 
cated. The author also recommends postoperative 
irradiation. (Am. J. Surg., 95: 336, 1958.) 


Tietze’s Syndrome 


Tuis EPONYM has been used to designate painful, non- 
suppurative swelling of costochondral cartilages of un- 
known etiology. Having encountered 13 cases of the 
syndrome during a relatively short period of time, 
Karon, Achor and Janes believe that it is more com- 
mon than the number of reports in the literature 
would indicate. The authors’ criteria for diagnosis 
were: (1) a painful tender mass involving at least one 
of the costosternal junctures; (2) evidence that the 
mass was a distinct enlargement which was not pres- 
ent normally and which eventually disappeared even 
if no therapy was attempted; and (3) absence of clear- 
cut evidence that could establish a definite etiologic 
diagnosis. 

The age range of the 13 patients in this report was 
29 to 63 years. The sexes were about equally repre- 
sented. A single cartilage was involved in nine pa- 
tients, and multiple lesions were present in the re- 
maining four. Right and left sides were almost equally 
affected, and the second costochondral cartilage was 
involved in five cases. The experience of other authors 
has indicated that the second cartilage is most fre- 
quently involved. The duration of symptoms was quite 
variable, ranging from three days to more than three 
years. 

The most common first symptom was anterior 
thoracic pain, usually localized to the area of the af- 
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fected cartilage. The onset was sometimes gradual, 
other times abrupt. As with other painful lesions of 
the chest wall, the discomfort was aggravated by move- 
ments such as coughing or deep breathing. The in- 
volved cartilage was firm, swollen and usually tender. 
Systemic symptoms were noticeably absent, and there 
were no significant roentgenographic abnormalities. 

This benign condition was self-limited in the 13 
cases of the authors’ report. However, exacerbations 
are known to occur. Treatment was symptomatic in 
most cases. Hydrocortisone was injected locally in 
five, and seemed to bring about prompt relief of pain 
and diminution of the swelling. (Proc. Staff Meet., 
Mayo Clin., 33: 45, 1958.) 


Anticoagulant Therapy of Thromboembolism 


Coon, MAcKENzIE AND Hopcson have reviewed the 
results of anticoagulant therapy in cases of venous 
thrombosis and pulmonary embolism. Their program 
of treatment in 511 patients has included (1) prompt 
initiation of anticoagulant effect with heparin until an 
oral anticoagulant has had the desired effect upon the 
prothrombin time (prolongation to two to two-and- 
one-half times the control value) ; (2) maintenance of 
anticoagulant effect for at least three days after sub- 
sidence of local pain and tenderness in an involved 
extremity and until ambulation has been fully estab- 
lished ; and (3) a minimal course of “effective therapy” 
of at least ten days for venous thrombosis and 14 to 21 
days for pulmonary embolism. They judged the effi- 
cacy of treatment chiefly by incidence of recurrence of 
thrombosis or onset of pulmonary embolism after the 
start of anticoagulant therapy. 

Complications of anticoagulant treatment were 
comparatively unimportant. True, there were a num- 
ber of hemorrhagic episodes but most of these were 
characterized by minor bleeding from the kidney, 
nose or operative wound which did not interfere with 
continuation of treatment. There were 13 instances 
of major bleeding, 11 of them appearing in an opera- 
tive wound or at the site of a pre-existing gastroin- 
testinal lesion. 

From their review, the authors were convinced that 
anticoagulant therapy had prevented death in seven 
of every ten patients whose venous thrombosis or 
nonfatal pulmonary embolus was recognized and 
treated, when compared with expected mortality at- 
tending use of conservative measures alone. In addi- 
tion, anticoagulant therapy seemed to rc+trict the ex- 
tent of venous obstruction and therefore reduce the 
severity of postphlebitic sequelae, to reduce morbidity 
during the early course of the disease, and to shorten 


the hospital stay. (Surg. Gynec. & Obst., 106:129 1958.) 
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Meningitis Due to Coxsackie Virus 


RuBIN AND HIS CO-worKERS related an outbreak of 
aseptic meningitis to epidemic infection with Coxsackie 
virus, Group B, Type 5. The epidemic took place in 
Mason City, Iowa, during the summer of 1956. Chil- 
dren were most frequently affected, particularly those 
less than 9 years of age. Two-thirds of the cases were 
in people under the age of 20 (see diagram below). The 
infection seemed to have spread from person to per- 
son by contact, either by the fecal-oral route or by the 
respiratory route. 

The predominant clinical manifestation of the epi- 
demic was aseptic meningitis. This was characterized 
by severe headache, stiff neck and a remitting type of 
fever. During the early part of the illness, nausea and 
vomiting and myalgia contributed to the patient’s dis- 
comfort. The illness lasted from two to 22 days, with 
a median of nine days. The spinal fluid showed pleocy- 
tosis (up to 2,400 cells per cubic millimeter), with 
lymphocytes predominating, particularly after the 
earliest phase of the illness. 

There were also a number of cases of minor illnesses. 
These patients usually had moderately severe head- 
ache and nausea—occasionally vomiting. There was 
low-grade fever for a few days. Other complaints, more 
or less frequently encountered, were mild sore throat, 
stiff neck and myalgia. 

The relationship of the epidemic to Coxsackie virus 
Group B, Type 5, was proved by virus isolations and 
serologic studies. (New England J. Med., 258: 255, 
1958.) 
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Hemophilia in the Female 


McGovern AND SreinBerG described the case of a 6- 
year-old granddaughter of a hemophiliac. She pre- 
sented for tonsillectomy with a history of easy bruising 
and excessive bleeding following dental extractions. 
However, bleeding and clotting times were normal. 
Profuse hemorrhage developed following tonsillectomy, 
requiring multiple transfusions. 

Follow-up coagulation studies revealed specifically a 
deficiency of antihemophilic globulin (AHG) in both 
the patient (6 per cent of normal) and her maternal 
grandfather (2 per cent of normal). There were no 
deficiencies of other plasma antihemophilioid factors 
(PTA or PTC). The remainder of the family had no 
clinical or laboratory evidences of hemorrhagic dis- 
ease. The patient’s genetic sex and lineage were con- 
firmed. 

The clinical, laboratory and genetic studies in this 
case suggest to the authors that the patient is a female 
carrier of hemophilia with a detectable coagulation de- 
fect. The mutant gene in this instance is not com- 
pletely recessive. This results in a degree of clinical 
expression of hemophilia not observed in female car- 
riers. The designation “detectable carrier” is sug- 
gested for this phenomenon, with reservation of 
‘“themophilia in the female” for the patients that are 
homozygous for the gene that leads to hemophilia in 
males. (J. Lab. ¢ Clin. Med., 51: 386, 1958.) 


“Stiff-Man” Syndrome 


A case of a rare, bizarre syndrome—progressive, 
fluctuating muscular rigidity—has been described in a 
preliminary report by Combs and Whelan. The 28- 
year-old patient had a three-year history of progressive 
rigidity of cervical, upper extremity and trunk muscles. 
The involved muscles were slightly atrophic and stony 
hard. Exhaustive studies failed to reveal a specific 
lesion. Attempts to manipulate involved areas under 
general anesthesia failed. Muscle biopsies showed 
atrophy with fibrosis. Electromyographic studies indi- 
cated the involved muscles to be nonfunctional. 

A possible clue as to etiology is the presence of an 
unknown reducing substance in the urine of similar 
patients previously reported. (Clin. Research, 6: 156, 
1958.) 


Allergy and Widened Mediastinum 


‘THERE HAVE BEEN REPORTS that children with widened 
mediastinal shadows interpreted as “enlarged thymus” 
show an unusually high incidence of allergic disease. 
Glaser and his colleagues confirmed this impression 


114 


with a follow-up questionnaire in 614 instances whe: e 
a child was treated for thymic enlargement. Bronchi | 
asthma, hay fever or eczema developed in 173, or 28 
per cent. Similar investigation of 1,287 siblings of p:- 
tients with thymic enlargement revealed an allergic 
incidence of 8 per cent. 

These authors suggest that the respiratory sym))- 
toms formerly attributed to the presence of an en- 
larged thymus may, in many instances, have been 
early symptoms of allergy. Thymic enlargement may 
be part of the general lymphoid hyperplasia that 
characteristically occurs in many allergic children. 


(J. Pediat., 52: 267, 1958.) 


TandA 


BaKWIN POINTS OUT that tonsillectomy-and-adenoid- 
ectomy is the most frequent operation of childhood. 
Further, the operation remains popular despite well- 
documented evidence that it is useless in the over- 
whelming majority of cases. 

Although a wide variety of reasons are offered for 
performing this operation, Bakwin believes the main 
reasons are: (1) parental pressure for the operation; 
(2) large tonsils or adenoids; and (3) frequent upper 
respiratory infections. 

That the chance of a child’s being recommended for 
**T and A” depends primarily on the physician rather 
than the child’s health status is illustrated by the fol- 
lowing study quoted by Bakwin. Of 1,000 New York 
City school children, 61 per cent had already lost their 
tonsils. The remaining 39 per cent were examined by 
a group of school physicians who selected 45 per cent 
of these for ““T and A,” rejecting the rest. The re- 
jected children were examined by another group of 
physicians who recommended 46 per cent of these for 
*T and A.” This process was continued, so that after 
three examinations, only 65 children remained out of 
1,000 that had not been recommended for ““T and A.” 

For every specific indication for ‘“T and A” named, 
there is evidence that the operation is valueless. On a 
positive note, the operation is accompanied by a con- 
siderable mortality. During the years 1950 to 1955, 
220 to 346 patients were reported each year as dying 
from the operation. In addition, ample data demon- 
strate a causal relationship between tonsillectomy and 


bulbar poliomyelitis. (J. Pediat., 52: 339, 1958.) 


Complications of Acute Nephritis 


CHILDREN WITH acute glomerulonephritis are seldom 
seriously ill, and the mortality rate is low. However, in 
a small group of cases, severe illness results from such 
complications as oliguria (anuria) or hypertensive 
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encephalopathy. Burke has reviewed the methods of 
contending with these complications. 

During the phase of reduced urinary output, water 
intake must be carefully limited. A daily allotment is 
based on the calculated insensible water loss plus 
urine output and losses of liquids by vomiting. As a 
guard against overhydration, the daily weight record 
is essential. Regardless of other estimates, it is evident 
that a rise in the patient’s weight indicates that the 
water allowance has been too liberal. Calories are sup- 
plied in the form of sugar (hard candies, carbonated 
drinks or intravenous solutions) in amounts of 50 to 
75 Gm. of dextrose per square meter of body surface 
per day. 

The most serious hazard of the oliguric phase is an 
increase of blood urea and serum potassium. A rise in 
serum potassium carries the threat of cardiac arrest. 
Repeated enemas of carboxylic acid resin can be used 
to lower the concentration of serum potassium. In 
some instances, use of the artificial kidney may be 
necessary. 

Severe hypertension with or without hypertensive 
encephalopathy is best managed by intramuscular 
injections of a combination of hydralazine and reser- 
pine. Occasionally, heart failure further complicates 
the picture and requires treatment by digitalization, 
preferably using a form of digitalis that is rapidly 
effective. (Proc. Staff Meet., Mayo Clin., 33:23, 1958.) 


Supplementation of Fiuoride-Bearing Water 


WHEN THE WATER SUPPLY of a community has some- 
thing less than the optimum amount of fluoride (one 
part per million), Striffler proposes that the following 
items should be considered. 

1. The tangible benefits in terms of: 

a. Anticipated reduction in caries attack rate. 
b. Anticipated reduction in dental care costs. 

2. The tangible costs in capital outlay and annual 
operating overhead. 

3. The intangible benefits, such as fewer toothaches. 

4. The priorities to be considered and the intangi- 
ble costs of a long, hard, time-consuming “fluoridation 
battle.” 

5. The additional problems of climate, prevalence 
of dental caries, number of children served, compe- 
tence of waterworks operators to handle the technical 
complexities of minute adjustments, and the economic 
status of the community. 

In Striffler’s opinion, public health officials have 
the responsibility “to weigh all the pertinent criteria 
and, together with the community officials, to reach a 
reasonable conclusion whether or not supplementation 


is advisable.” (Am. J. Pub. Health, 48:29, 1958.) 
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Sources for gastrointestinal hemorrhage in cirrhotics 
dying with hemorrhage. 


Upper Gastrointestinal Hemorrhage 


WHEN a patient known to have cirrhosis of the liver 
develops severe upper gastrointestinal tract bleeding, 
there is a strong tendency to suppose that the source 
of hemorrhage is varices of the esophagus. The pre- 
cariousness of that supposition is demonstrated in a 
study by Enquist and Gliedman. In a series of cirrhotic 
patients dying with hemorrhage, they identified eso- 
phageal varices as the source of the bleeding in only 
45 per cent (see diagram above). Most of the other 
sources for bleeding in these patients were found in 
the stomach, and hemorrhagic gastritis was the most 
frequent source of all. The influence of these con- 
siderations upon choices of treatment is evident. 
(Surg., Gynec. 7 Obst., 106: 153, 1958.) 


Surgery and the Thymus | 


Cup AND Donovan state that in spite of over 2,000 
publications on the function of the thymus gland, 
about the only substantial fact known about it is its 
tendency to enlarge when lymphoid tissue generally 
increases in size and to atrophy when lymphoid tissue 
shrinks. The atrophic thymus of the normal adult may 
rapidly increase in size after adrenalectomy, castra- 
tion, hypophysectomy and partial thyroidectomy for 
hyperthyroidism. Atrophy generally takes place in 
association with steroid therapy, stress, an inadequate 
diet and under the influence of a variety of drugs. In 
addition to these apparent relationships between the 
thymus and other endocrine glands, the hemopoietic 
system appears to be affected in some obscure way. 
This is reflected in a failure of erythropoiesis in certain 
patients with thymic tumors. Extracts from the thy- 
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mus of patients with myasthenia gravis appear capable 
of inhibiting acetylcholine synthesis. 

The most common thymic tumor is the thymoma, 
which appears to be largely a proliferative process of 
lymphocytes and reticular cells. Tumors resembling 
lymphoma, Hodgkin’s disease and seminomas also 
occur in the thymic area. These tumors have obscure 
origins but Hassall’s corpuscles are occasionally 
found in them to suggest the thymic origin. 

These tumors, cysts and ectopic thymic tissue con- 
stitute the major surgical problems of the thymic 
gland. In myasthenia gravis, the thymus is often in- 
volved in hyperplasia or tumor formation, and surgical 
removal should be considered. The unexplained rela- 
tionship of the thymus and failure of erythropoiesis 
needs further study. (Am. J. Surg., 95:366, 1958.) 


Carcinoma of the Cervical Stump 


CREADICK FOUND that of 2,342 patients with cervical 
carcinoma seen in a 15-year period, 183 patients had 
carcinoma of the cervical stump. The carcinoma was 
invasive in 169 of these 183 patients; 14 patients had 
intramucosal carcinoma (stage zero). Of the patients 
with invasive carcinoma, 129 had been followed until 
death or for five years or longer. Only 37 of the 129 
patients survived five years. 

Carcinoma in the cervical stump can be prevented 
if total hysterectomy is performed rather than subtotal 
hysterectomy. Creadick reserves subtotal hysterectomy 
only for cases of severe endometriosis or inflammatory 
fixation where a total hysterectomy would be very 
dangerous. (Am. J. Obst. ¢ Gynec., 75:565, 1958.) 


Smoking and Lung Cancer 


THAT SMOKING is a cause of lung cancer is the con- 
clusion of many workers studying the accumulated 
evidence of the relation of smoking and lung cancer. 
Berkson feels that the data do not indicate a causal 
relationship between smoking and lung cancer. The 
data exhibit an association of smoking with increased 
death rates, not only for cancer of the lung but also for 
cancer exclusive of the lung, for coronary artery dis- 
ease, and for other diseases. Disease of the coronary 
arteries accounted for the majority of excess deaths 
in heavy smokers. 

Berkson suggests that the observed association of 
smoking and an increased death rate may be because 
smoking “increases the rate of living.” The smokers 
may age faster physiologically than chronologically, 
and the death rate would be equal to that of an older 
group of nonsmokers. He also suggests that the ob- 
served association has a constitutional basis, in that 
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nonsmokers as a group are more robust and inclined 
to follow practices of conservatism and caution gene: - 
ally, thus increasing their longevity. (Am. Statistic] 
Soc. Journ., 53:28, 1958.) 


Pain of Malignant Disease 


PERESE HAS USED subarachnoid alcohol blocks to con- 
trol pain in 70 patients with malignant disease. Forty - 
one of these patients had complete relief of the pain 
for two weeks to a year, 26 patients had partial relief, 
and three patients had none. Serious complications 
(paresis, weakness, incontinence) occurred in ten 
patients. Nine of these recovered from the complica- 
tion witiin nine months of the injection. 

Before the alcohol block was performed, each pa- 
tient was examined to determine bladder function and 
the status of muscle strength in the legs. Contra- 
indications to the block are tumor in the extradural, 
subdural or subarachnoid space, and the appearance 
of serious neurologic deficits. 

A No. 22 spinal needle is used. The level of injection 
should correspond to the actual dermatome of pain 
and an additional dermatome above. In the author’s 
technique, 0.5 cc. of 95 per cent alcohol is injected 
in each of a series of needles. The needles should be 
placed exactly in the midline. Extreme care must be 
used to insert the needles precisely into the subarach- 
noid space. If the fluid is blood-tinged, the cord may 
have been entered, and the injection should not be 
performed. (Arch. Surg., 76:347, 1958.) 


Prevention of Transfusion Reactions 


OFFENKRANTZ AND Bascock note that over 4 million 
blood transfusions are given yearly in the United 
States. Increasing attention should be focused on the 
prevention and treatment of transfusion reactions. 

Pyrogenic reactions are the most frequent. These 
are characterized by chills, fever, vomiting, nausea, 
and in severe cases, prostration. Allergic reactions are 
next in frequency; these include urticaria, angioneu- 
rotic edema, dyspnea, and rarely, anaphylactic shock. 
Rarer reactions, and the most serious, are serum hepa- 
titis and hemolytic reactions. These latter two reac- 
tions can be prevented largely by careful selection of 
donors and rigid blood bank checks to prevent mis- 
matched transfusions. 

The authors have studied the effect of an antihista- 
minic, chlorpheniramine maleate, on reducing the 
frequency of transfusion reactions especially of the 
allergic type. Ina series of 6,131 transfusions, 10 milli- 
grams of chlorpheniramine was added to 2,785 of the 
blood bottles. In the other 3,346 transfusions there 
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were 100 pyrogenic reactions, 47 allergic reactions 
and 21 combined pyrogenic and allergic reactions. In 
the group of 2,785 with the antihistaminic added, 
there were only 15 pyrogenic reactions, two allergic 
reactions and one combined pyrogenic and allergic 
reaction. Each group had one hemolytic reaction. 

Evidence was presented that the antihistaminic 
caused no harm to either the patient or the blood to 
which it was added. The authors advocated the use of 
an antihistaminic in blood, preparatory to transfusion. 
(Arch. Surg., 76:379, 1958.) 


Mixed Tumors of the Parotid Gland 


Beaurs, WooLner, KiRKLIN, AND Devine have re-exam- 
ined 178 patients with malignant parotid lesions in 
which a diagnosis of undifferentiated carcinoma (50), 
adenocarcinoma (101) or squamous cell epithelioma 
(27) had been previously made. They found that in 29 
of these patients, malignant transformation of a mixed 
tumor of thz parotid appeared to have occurred. 

Most of these patients were in the fifth and sixth 
decades of life, or ten years older than the average pa- 
tient with a mixed tumor. These patients almost uni- 
formly gave a typical history of a tumor of long dura- 
tion without significant change in size until three to six 
months before they sought attention, during which 
time the tumor had grown rapidly, and pain and 
paralysis of the facial nerve had often developed. 

The authors recommend early and adequate removal 
of all parotid tumors. (Arch. Surg., 75: 605, 1957.) 


Magnesium in Uremia 


THE MECHANISMS of central nervous system depression 
—somnolence and coma—in uremia are not clear. 
However, similar symptoms have been observed in pa- 
tients with renal disease but without uremia after ad- 
ministration of magnesium sulfate. This prompted 
Hammarsten and Smith to study serum magnesium 
levels in four groups of patients: 40 normal subjects ; 
11 patients having renal disease without azotemia; 12 
patients having azotemia without central nervous sys- 
tem depression ; and nine uremic patients with central 
nervous system depression. 

The results are shown in the diagram at the right. 
A positive correlation between serum magnesium and 
NPN was noted, as well as between serum magnesium 
and potassium. On the other hand, there was a signifi- 
cant negative correlation with serum calcium. 

These authors conclude that hypermagnesemia may 
contribute to the central nervous system depression of 
uremia. Further, magnesium administration is contra- 


indicated in uremia. (Clin. Research, 6: 152, 1958.) 
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X-Ray Changes in Tuberculosis Under Drug Therapy 


Accorpinc To Davis, the enlarged lymph nodes in 
childhood tuberculosis are not particularly affected by 
drug therapy and can swell and continue their pres- 
sure effect on adjacent bronchi in the face of adequate 
drug therapy. Thus, there may occur during the 
course of treatment in a child who has pulmonary 
tuberculosis a disparity between the clinical and roent- 
gen pictures. Surprising and distressing findings may 
suddenly appear in the roentgenograms of patients 
who are considered to be asymptomatic and progress- 
ing satisfactorily clinically. These changes consist of 
large areas of segmental infiltrate or collapse or patches 
of obstructive emphysema. 

These changes are without influence on the clinical 
treatment and will usually resolve if the same regimen 
is continued. Failure to observe this consideration may 
lead to premature surgical intervention. (Radiology, 
70: 247, 1958.) 


Adenovirus Vaccine 


THE ACUTE RESPIRATORY illnesses caused by adeno- 
viruses constitute a major problem in military medi- 
cine, according to Hilleman. These agents are the 
cause for the majority of cases of acute respiratory 
illness among new recruits in the armed forces. 

The respiratory illnesses caused by adenoviruses 
fall into the general syndromes of febrile catarrh, 
undifferentiated acute respiratory disease (ARD), 
nonstreptococcal exudative pharyngitis, atypical pneu- 
monia unassociated with development of cold agglu- 
tinins and pharyngoconjunctival fever. The adeno- 
viruses have not been associated etiologically with the 
common cold. 


Chart showing relation of serum magnesium 
to renal disease, azotemia and central 
nervous system » 
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At least 14 distinct immunologic types of adeno- 
virus have been recognized up to the present. Only 
three of these, however, (types 4, 7 and 3) have been 
associated with epidemic respiratory disease in the 
United States. 

The attack rates for hospital cases of adenovirus- 
caused respiratory disease in epidemics among new 
recruits in the winter may be as great as 20 per cent, 
resulting in great loss in military man power and seri- 
ous disruption of the troop-training program and a 
high. cost for medical care and repeat training. This 
has made it imperative to develop an effective vaccine 
against the adenoviruses for use by the armed forces. 
Vaccines effective in preventing at least 90 per cent of 
the hospital cases of adenovirus-caused respiratory 
illness among new recruits have been developed and 
merit general use in military recruit populations. 
There is no indication for general employment of the 
vaccine at this time either in seasoned military per- 
sonnel or in the adult civilian population. 

The problem of adenovirus disease in children ap- 
pears to be somewhat greater than in adults. The 
problem of whether an adenovirus vaccine is needed 
for children, what virus types should be included in 
the vaccine, and indeed whether the vaccine would be 
effective in preventing disease all remain important 
research problems for the future. (Arch. Int. Med., 
101: 47, 1958.) 


Prognosis in Rheumatic Carditis 


FEINSTEIN AND D1 Massa HAVE OBSERVED 315 children 
and adolescents following an initial attack of un- 
equivocal rheumatic fever, without any recurrences. 
The follow-up period has averaged nearly five years. 

The patients were classified according to murmurs 
noted during the acute attack. A definite diastolic 
murmur appeared or disappeared during the acute 
attack in 96 patients. Of these, 66 per cent now have 
rheumatic heart disease. In 52 patients, a new systolic 
murmur or a questionable diastolic murmur was noted 
during the acute episode. Of these, 29 per cent now 
have rheumatic heart disease. 

In 167 patients, despite systolic murmurs, altera- 
tions in P-R interval, gallop rhythms and changes in 
heart size, the designation “no valvulitis” was given. 
Of these patients, none has rheumatic heart disease 
today. 

These data suggest that the auscultatory phenomena 
present during the acute episode are of primary 
diagnostic importance. Patients without valvulitis may 
be reasonably assured that subsequent heart disease 
will not develop in the absence of rheumatic recur- 
rences. (Clin. Research, 6:220, 1958.) 


118 


Goiter Induced by Cobalt 


CoBALT HAS BEEN REPORTED capable of producing re- 
missions in a variety of anemias. The use of cobalt- 
iron preparations has become somewhat widespread. 
However, cobalt has been noted to have goitrogenic 
effects. Little and Sunico have had contact with severa! 
patients in the pediatric group who developed large 
goiters while on “iron and cobalt tonic.” One case 
they report in detail. 

The patient was a 6-month-old infant who had been 
receiving iron-cobalt for three months. The patient 
had a large, firm goiter, congestive heart failure, 6 mil- 
lion red blood cells per cu. mm., and a hemoglobin 
level of 15.3 Gm. I"* uptake was 44 per cent. Treat- 
ment consisted of digitalis, mercurial diuretics and 
discontinuance of iron-cobalt. Improvement was re- 
markable. Six months later, cardiovascular examina- 
tion was completely normal, and there was no goiter. 
There were 4.7 million red blood cells per cu. mm., 
hemoglobin level was 11.2 Gm., and I*! uptake was 17 
per cent. 

In other cases with “cobalt goiters,” I" uptake is 
normal or low. In this patient and in others, goiter 
promptly disappeared on withdrawal of cobalt-iron. 
The relative polycythemia produced by cobalt in this 
instance has also been seen in other cases. These 
authors emphasize the potential hazard of indiscrimin- 
ate use of cobalt in patients in whom iron alone is suf- 
ficient. (J. Pediat., 52: 284, 1958.) 


Methylprednisolone in Allergic Diseases 


ONE HUNDRED FIFTEEN CASES of allergic disorders were 
treated by Grater with methylprednisolone. The con- 
ditions included allergic rhinitis, asthma, erythema 
multiforme, drug reactions, contact dermatitis and 
eczema. One hundred seven patients (92 per cent) 
had a satisfactory response to this drug. There were 
only six patients who complained of side effects. These 
were minor; namely, five instances of increased ner- 
vousness and one of mild depression. None of the 
major side effects, such as peptic ulcer activity or salt 
and water retention, were observed in this series. 

In order to determine the relative effectiveness of 
methylprednisolone and prednisolone, certain pa- 
tients who were maintained on prednisolone were 
changed to the new compound and their maintenance 
dosage was redetermined. The total daily average 
maintenance dose of prednisolone in this group was 
13.3 mg. Only 8.7 mg. of methylprediusolone was re- 
quired for similar control. This indicated that the new 
compound was considerably more potent than predni- 
solone. (Antibiot. Med. & Clin. Therapy, 5: 135, 1958.) 
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Hepatic Amebiasis 


USUAL LIVER FUNCTION TEsTs fail to indicate hepatic in- 
volvement by amebiasis, even when the disease is 
moderately advanced. While in Egypt, Magill and 
Killough investigated a battery of liver tests in 101 pa- 
tients with amebiasis. 

Fifty-five patients had no evidence of hepatic in- 
volvement (Group I); 41 had amebic hepatitis (liver 
tenderness, fever, leukocytosis) with no demonstrable 
abscess (Group II) ; and five cases were proved to have 
hepatic abscess (Group III). 

Seven tests were studied : plasma cholinesterase (A) ; 
BSP retention (B); serum bilirubin (C) ; thymol (D) ; 
zinc (E) ; and cephalin (F) turbidities; and total lipids 
or phenol turbidity (G). The results are shown in the 
diagram at the right. 

Plasma cholinesterase was the only test that was 
significantly abnormal in both Groups II and III, as 
compared to Group I. BSP retention and total lipids 
(phenol turbidity) showed an increased proportion of 
abnormals in Group II that became significant in the 
abscess cases. Because of the large number of abnormal 
cephalin turbidities in Group I, this test was not of 
specific value. (Other endemic diseases common in 
these patients were thought to be the main factor in 
this abnormality.) The other tests showed no trends. 

The authors conclude that the plasma cholinesterase 
is the most useful of these tests in indicating hepatic 
involvement in amebiasis. Further, even in the absence 
of established amebic infection, it is of value in the 
differential diagnosis of hepatic pain with fever and 
leukocytosis. (J. Lab. & Clin. Med., 51: 333, 1958.) 


Hypophosphatasia 


BLATTNER HAS BRIEFLY reviewed the knowledge of a 
new and probably congenital metabolic disease. Hypo- 
phosphatasia, or “low phosphate rickets,” is charac- 
terized by deficient bone formation and low alkaline 
phosphatase activity in both serum and tissues. More 
than 30 cases have now been reported in the literature. 

There is an extremely wide variability in age of 
onset of this disease. The diagnosis has even been 
suspected before birth because of x-ray studies in- 
dicating defective mineralization of bones in utero. 
Prognosis is ‘poorest when the disease is clearly 
manifest at birth. In such a case, there is a globular, 
soft skull, soft skeletal structure and deformities of 
the extremities. These infants usually either fail to 
breathe or die within several hours of birth with 
respiratory difficulty. 

When manifestations appear soon after birth, the 
skeletal deformities are less severe. There are slow 
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growth, failure to gain weight, irritability, convulsions 
and many other signs. When symptoms appear only 
gradually over a period of several months, the prog- 
nosis appears more hopeful. In these patients, bones 
calcify slowly, symptoms tend to abate and growth 
proceeds. However, bony deformity persists in vary- 
ing degrees. 

Survivors from infancy merge into the group of 
patients who come under observation between the 
second and thirteenth year of life. In this group the 
features are delayed walking, defective gait, painful 
extremities, dental caries and premature loss of teeth. 

The only consistent laboratory finding is reduced 
alkaline phosphatase. Sometimes, serum calcium is 
elevated. A little understood phosphate ester, phos- 
phoethanolamine, is found in large amounts in the 
urine. Knowledge of body enzyme systems is as yet 
inadequate for an understanding of this disease. (J. 
Pediat., 52:486, 1958.) 


Hemispherectomy 


INFANTILE HEMIPLEGIA is thought to result from a 
birth injury. The affected cerebral hemisphere is at 
first swollen, later atrophied. Hemiplegia may be 
flaccid or spastic. Frequent convulsive seizures, emo- 
tional outbursts and mental deficiency are commen. 

Kaplan has reviewed the literature concerning re- 
moval of the affected hemisphere in this disease. 
He found 29 such cases. The operation was done «in 
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an age range of seven months to 16 years. Only one 
patient died as a result of the operation. 

Intractable seizures became extinct or greatly re- 
duced in number and severity (gone in 52 per cent, 
improved in 17 per cent, no data available in 24 per 
cent). There was much more adequate control of 
emotional outbursts (improved in 72 per cent, no 
change in 10 per cent, no data in 10 per cent). Both 
the status of the hemiplegia and intellectual function- 
ing were improved about 25 per cent of the time. Of 
these considerations, only the hemiplegia was ever 
worsened (10 per cent). Control of hypertonic be- 
havior probably permits more optimal intellectual 
functioning. (J. Pediat., 52:476, 1958.) 


Benign Intracranial Hypertension 


BENIGN INTRACRANIAL HYPERTENSION, or pseudotumor 
cerebri, is characterized by ‘increased intracranial 
pressure, a normal ventricular system and normal 
spinal fluid (except for pressure). Although this 
syndrome occurs most commonly in the second to 
fourth decades of life, Maisel and Caplan present 
six cases occurring in children. Their ages ranged 
from five to ten years. All patients recovered without 
any temporary or permanent sequelae. 

Headache was the most frequent symptom. Vomit- 
ing, diplopia, loss of vision, dizziness, drowsiness 
and weakness were less frequent. Unilateral or bi- 
lateral papilledema was present in five of the six 
cases. There were ocular palsies in two, and ataxia 
in one. The most impressive clinical feature of this 
syndrome in children has been their general well- 
being throughout the course. Treatment was symp- 
tomatic. 

Etiologies and mechanisms are obscure. There is 
usually no evidence of infection or injury. Obviously, 
the diagnosis can be made only by careful exclusion 
of such lesions as subdural hematoma and tumor. 


(J. Pediat., 52:441, 1958.) 


Mumps Meningoencephalitis 


Tuere Is considerable variability in the relationship 
between meningoencephalitis and other clinical forms 
of mumps. That is, the central nervous system mani- 
festations may precede, occur simultaneously with, or 
follow salivary gland involvement. Further, central 
nervous system manifestations may occur without 
any other clinical evidence of mumps infection. This 
variability prompted Ritter to review his experience’ 
with 30 cases of mumps meningoencephalitis in 
children under 14 years of age. 

The diagnosis was based on the close occurrence 


120 


of clinical parotitis, or, in the absence of parotitis, 
significantly rising complement fixing antibodies against 
mumps virus. No case was included that did not have 
cerebrospinal fluid pleocytosis. 

Aside from the clinical and serologic aspects of 
these cases, Ritter found that 13 of the 30 patients 
had no parotitis at any time during the course of 
their meningoencephalitis. Of the remaining 17 pa- 
tients, 12 had parotitis prior to the onset of central 
nervous system manifestations. Two patients had 
parotitis concomitant with, and three had parotitis 
following the onset of signs of meningoencephalitis. 
The observation of others was confirmed that meningo- 
encephalitis with parotitis predominated in the spring 
and without parotitis in the summer. The reasons 
for this apparently true seasonal variation are not 
clear. 

Ritter emphasizes the importance of the high sum- 
mer incidence of mumps infection of the central 
nervous system without parotitis. Other viral diseases, 
e.g., poliomyelitis, occur with greatest frequency in 
this season. Ancillary diagnostic methods such as the 
mumps complement-fixation test assume great value 
in differentiating these similar entities. (J. Pediat., 
52:424, 1958.) 


Breathing in Rheumatoid Spondylitis 


TRAVIS AND HIS COLLEAGUES studied pulmonary func- 
tion in 16 patients with advanced rheumatoid spon- 
dylitis. Symptoms of mild bronchitis were present in 
six. Dyspnea was severe in only two; one with em- 
physema and another with rheumatic heart disease. 

Vital capacity ranged from 48 to 86 per cent of 
predicted normal. Most respiratory measurements, in- 
cluding alveolar ventilation, were in the lower range of 
normal. These observations indicated that the restrict- 
ed thoracic movement of rheumatoid spondylitis is a 
cause of alveolar hypoventilation. The relative lack of 
disturbing respiratory symptoms was probably due to 
the physical limitations imposed by the disease. (Clin. 
Research, 6:318, 1958.) 


Antibiotics in Small Doses for the Common Cold 


RITCHIE BELIEVES that most symptoms of the common 
cold are caused by relatively enhanced virulence of the 
patient’s normal nasal and pharyngeal flora following 
depression of his resistance by the virus. If the bacterial 
flora were depressed during a cold, the symptoms from 
a cold would be less. Antibiotic lozenges were shown 
to reduce the numbers of pharyngeal flora, and a brief 
use of these lozenges did not seem to increase the risk of 
developing resistant strains. 
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Approximately 1,000 patients were used in this 
study. A sample of saliva was obtained and cultured on 
a blood-agar plate. The bacterial flora were tested for 
sensitivity against penicillin, streptomycin, chlor- 
amphenicol, erythromycin and the tetracyclines. Of 
these drugs, chlortetracycline, tetracycline and oxytet- 
racycline were made into lozenges, each containing 15 
mg. of the antibiotic. A fourth lozenge to be used as a 
control contained 15 mg. of glucose instead of the anti- 
biotic. The patients were then given a lozenge contain- 
ing the one of the three antibiotics which caused the 
greatest inhibition of bacterial growth. Approximately 
one out of four patients was given the inert lozenge as 
a control. All patients were instructed to take two 
lozenges in divided doses daily for two or three days 
when the prodromal symptoms of a cold appeared. 
The proportion of the patients with prodromal symp- 
toms who developed a full cold was consistently lower 
in the treated groups. (Lancet, 1:618, 1958.) 


Thyroid Autotransplantation 


Swan, JENKINS AND MacGeecor successfully trans- 
planted a lingual thyroid into the rectus abdominis 
muscle. This gland has functioned for over three years. 
The patient was a 7-year-old girl with little of the usual 
symptoms of dysphagia, dysphonia or dyspnea. The 
thyroid gland was removed by a transhyoid approach. 
The weight of the removed gland was estimated at 2.0 
Gm. The gland was cut into slices and then implanted 
into slits in the rectus abdominis muscle. 

Studies have shown the transplanted gland to be 
under the influence of the pituitary gland. The 
thyroid reserve is low, indicating that the growth and 
regenerating capacity of the transplanted gland are 
limited. (Arch. Surg., 76:458, 1958.) 


The Search for Anticancer Drugs 


ENTIRELY apart from considerations of the cause of 
malignant neoplasms, scientists are searching for 
antibiotics that will have an anticancer effect. In- 
creased efficiency in that search may be possible 
with methods devised by Gause. He screens anti- 
biotics by testing their effects upon biochemical 
mutants of microorganisms. 

An established characteristic of malignant growth 
is hereditary injury of the respiratory system of the 
cancer cell. Gause has produced biochemical mutants 
of yeast and staphylococci with hereditary impairment 
of their respiratory systems. In a sense, these mutants 
are the equivalents of cancer cells. They can therefore 
be used for the detection of new substances that 
selectively inhibit the features of cell metabolism that 
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are characteristic of the malignant growth. (Science, 
127:506, 1958.) 


Magnesium and Uremia 


By usING a multichannel flame spectrometer, Wacker 
and Vallee were able to make accurate serial measure- 
ments of serum magnesium concentrations in patients 
having renal insufficiency. Their interest in this prob- 
lem had been stimulated by earlier studies that indi- 
cated that hypermagnesemia is a feature of renal in- 
sufficiency. Moreover, the clinical picture of magne- 
sium intoxication—muscular weakness, somnolence, 
coma—is similar to that of uremia. Finally, they had en- 
countered instances in which evidences of “potassium 
intoxication” during acute renal failure had not corre- 
lated with the concentration of potassium in serum. 

The diagram below shows the range of magnesium 
concentrations of nine patients during the oliguric 
phase of acute renal failure. It is apparent that hyper- 
magnesemia was a constant feature of the syndrome. 
During the diuretic phase of acute renal failure or as 
a result of extracorporeal hemodialysis, the magnesium 
concentrations were lowered. 

Generally, the elevation of the serum magnesium 
concentration paralleled the increase in potassium con- 
centration in these cases. However, in one instance, 
the elevation of magnesium was out of proportion to 
the rise of serum potassium. In this case, there was 
good reason to suppose that clectrocardiographic ab- 
normalities (increasing intraventricular block) were a 
result of hypermagnesemia. With dialysis, the electro- 
cardiogram returned to normal coincidentally with a 
decrease of both magnesium and potassium in the 
serum. In several other cases, there was evidence that 
hypermagnesemia played an important part in pro- 
ducing cardiac or neuromuscular abnormalities. (New 
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Acquired Interventricular Septal Defect 


Cary, Hurst AnD ARENTZEN REPORT four new cases of 
traumatic interventricular septal defect. The clinical 
findings were in no way different from those of con- 
genital defects. Three of the patients are still alive 
and have had cardiac catheterization studies to con- 
firm the diagnosis. The fourth patient died about two 
days after injury, and the diagnosis was confirmed at 
autopsy. 

That fourth patient’s case was an example of injury 
to the interventricular septum due to a crushing blow 
by an automobile steering wheel. There had been no 
external evidence of trauma and no rib fractures as a 
result of the injury. The authors recall that the effects 
of a blow to the chest wall depend on the phase of 
ventricular systole when the injury occurs. By analogy, 
a balloon that is filled with gas and therefore tense 
may pop with the slightest blow, while a soft balloon is 
difficult to break. 

The other three cases developed an interventricular 
septal defect as a result of a stab wound. One of these 
patients was admitted with obvious findings of his 
defect. However, he had been in the hospital one 
year previously for treatment of a stab wound of the 
chest. During that earlier admission, repeated examina- 
tions of the chest had not revealed a cardiac murmur. 
It would seem important, therefore, that all stab 
wounds of the heart should be re-examined for at 
least several months before it is concluded that they 
have not suffered lasting injury. (New England J. 
Med., 258:355, 1958.) 


Treatment of Regional Enteritis 


ALTHOUGH REGIONAL ENTERITIS usually involves the 
terminal portion of the small intestine, any portion 
of the small intestine may be affected. In fact, the 
disease sometimes encroaches upon the large intestine. 

In considering the treatment of this strange ill- 
ness, Bargen divides patients into two main categories: 
those who do not have complications, and those who 
do. Some complications obviously demand surgical 
treatment, including fistulas and abscesses in the 
abdomen, perforation, obstruction and the forming 
of large masses. In other instances, the complications 
represent mainly a medical problem. These are the 
cases in which profound anemia, deficiency states 
and other systemic disturbances are prominent. 

For the uncomplicated case, Bargen recommends 
a diet high in protein, rest (both physical and emo- 
tional), administration of a drug like salicylazosulfa- 
pyridine (Azulfidine) and judicious use of roentgen 
therapy. For severe systemic disturbances, repeated 


122 


blood transfusions seem helpful. In some of thes« 
cases, adrenal cortical steroids have a limited field of 
usefulness. (Ann. Int. Med., 47:875, 1957.) 


Prospects for the Future 


In His EssAY, “Human Values in Relation to Evolu- 
tion,” Muller credits man’s intelligence and capacity 
for cooperative behavior with his dominant position. 
It is believed that these two psychologic characteristics 
will continue to provide the most important means of 
meeting the evolutionary test of survival and extension. 
Muller also looks to these characteristics for fulfill- 
ment of man’s psychologic needs. 

The author believes that the most important psy- 
chologic needs are (1) gratification of curiosity— 
pursuit of truth for its own sake—and (2) fulfillment 
of love in its varied aspects. He lists as other values 
freedom, achievement and appreciation of nature, 
art and artifice. 

Noting that biologic evolution is multidirectional 
and cruel, Muller believes that man can nevertheless 
avoid the missteps of blind nature, circumvent its 
cruelties, reform his own nature and enhance his 
own values—all this “through the unprecedented 
human faculty of long-range foresight, jointly serviced 
and exercised.” (Science, 127:625, 1958.) 


Hiatus Hernia, Esophagitis and Peptic Ulcer 


CARVER EMPHASIZES that medical therapy alone is likely 
to be ineffective in the face of a triad consisting of 
hiatus hernia, peptic esophagitis and peptic ulcer, 
Such therapy was satisfactory in only four of the 30 
cases in the author’s experience. He advocates early 
surgical treatment before stenosis of the esophagus 
occurs because of inadequacies of medical treatment. 

From the author’s report, it is apparent that the 
usual patient with this triad is a man in the 50’s or 
60’s. In all likelihood, his initial symptoms will have 
been related to his duodenal or gastric ulcer. As time 
passes, substernal burning pain and dysphagia mark 
the onset of esophagitis. If medical treatment is con- 
tinued in the face of that development, the esophagitis 
usually progresses inexorably to stricture formation. 

In Carver’s opinion, surgical treatment should in- 
clude subtotal gastric resection and transabdominal 
anatomic repair of the hiatus hernia. Indications for 
surgical treatment are: (1) failure of medical measures 
to control symptoms of esophagitis; (2) the complica- 
tions of peptic ulcer when associated with hiatus 
hernia and esophagitis or a history of esophagitis ; and 
(3) stenosing peptic esophagitis. (Surg., Gynec. & 
Obst., 106:77, 1958.) 
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Psoriasis of Scalp 
Q. A 60-year-old female patient has had psoriasis of the 


scalp since she was 14 (menarche). She was seen by a 
skin specialist when she was in her late teens and was 
put on a diet. Twenty years ago, she had extensive 
allergy skin testing. The tests were negative. She was 
given arsenic drops for tt then and injections in the 
hip, without help. She is unresponsive to tar and 
Selsun. The skin is scaling, with some excoriation on 
the scalp. There are associated quiescent areas on knees 
and elbows. I would appreciate suggestions as to the 
management of scalp psoriatic lesions. 


A. Long-standing severe psoriasis affecting the scalp 
presents a difficult therapeutic problem, because the 
condition ordinarily becomes progressively less re- 
sponsive to various methods of treatment. Skin testing 
for food or other sensitivities is of no value in the man- 
agement of psoriasis. The only dietary method of treat- 
ment which is occasionally helpful is reduction of 
weight in patients who are obese. If the scaling in the 
scalp is heavy, it is ordinarily necessary to use rather 
strong keratolytic preparations to remove it. A typical 
“mange cure”’ type preparation is one containing 5 per 
cent salicylic acid, and 10 per cent each of pine tar and 
precipitated sulfur in an aqueous base. This should be 
applied to the scalp at night, and thorough shampoo- 
ing done the next morning. It is sometimes necessary 
to use such a preparation initially as often as three 
times a week, but a less drastic and cosmetically more 
acceptable preparation may then be substituted. If 
there is much itching, the application of 1 per cent 
hydrocortisone ointment may be helpful. With psoria- 
sis of the scalp, if there is opportunity for exposure to 
natural sunlight, it is sometimes worth while to thin 
the hair out somewhat if it is thick, to allow some of 
the rays to reach the psoriasis. However, this is worth- 


less if there is still heavy adherent scaling. 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in appropriate fields of therapy and diagnosis. 


Information Please 


Though the new steroid compound, Triamcinolone, 
is helpful in about half of patients with psoriasis, its 
use should be reserved for very severe extensive ex- 
amples of this condition, because it has been found 
necessary to continue such therapy indefinitely in 
many patients, if severe recurrence of the psoriasis is 
to be avoided. Further arsenic therapy is not advised, 
and the patient should be examined for arsenical kera- 
toses or beginning superficial epithelioma, the latter 
especially on the trunk. 


Treatment of Streptococcal Infection 


Q. A patient suspected of having a beta-streptococcal sore 
throat infection receives an injection of 300,000 units 
of procaine penicillin. Please advise on the current 
opinion as to subsequent doses, length of treatment 
and type of oral penicillin medication sufficient to 
prevent rheumatic fever. 


A. A single dose of 300,000 units of procaine penicil- 
lin is not considered adequate therapy for acute group 
A hemolytic streptococcal infection and is inadequate 
to insure either elimination of the organism, or opti- 
mum protection against septic complication, nephritis, 
rheumatic fever. Either a single intramuscular dose 
of 600,000 to 900,000 units of benzathine penicillin 
or three or four doses of 200,000 to 400,000 units of 
appropriate oral tablets of penicillin G or penicillin 
V daily for ten days is generally recommended. 


Propylthiouracil During Pregnancy 


Q. Recently I had a multipara with spontaneous ablatio 
placentae at eight months referred to me for Cesarean 
section. This patient had been receiving 150 to 200 
mg. of propylthiouracil for some time because of hyper- 
thyroidism. I have been unable to find anything in 
the literature relative to propylthiouracil as the cause 
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of ablatio placentae. Your opinion would be ap- 
preciated. 


A. There is no known relationship at the present 
time between ablatio placenta and the use of propyl- 
thiouracil in pregnancy. 


False-Positive Test for Syphilis 


Q. Ina patient having received polio vaccine three weeks 
previously, a positive serologic test for syphilis was 
obtained. A week later the serology was weakly positive, 
and after an additional lapse of two weeks, the serol- 
ogy was reported negative. What is known about 
the incidence of false serologic tests following polio 
vaccine? Since a good many persons are receiving 
influenza vaccine, is there anything known about 
false serology following administration of this vac- 
cine? 


A. This consultant has not met the phenomenon de- 
scribed or heard of it, yet believes it possible that polio 
vaccine might provoke a transitory false-positive sero- 
logic test for syphilis. The retesting that was done 
indicates that this particular problem was handled 
correctly. One wonders what else might have happened 
to this patient in the recent past that might account 
for the serologic results. This case alone does not 
prove that polio vaccine may cause a transitory false- 
positive test. If such happens often, the fact ought to 
be in medical literature as a matter_of common 
knowledge by now. 

There have not been reports of a false-positive test 
for syphilis following administration of influenza vac- 
cine. 


Unexplained Muscle Cramps 


Q. A 54-year-old housewife had a history indicating 
long-standing hyperthyroidism. She had developed 
hypertension and acute cardiac decompensation with 
anasarca when she came to me. The thyrotoxicosis was 
treated with I'*', Additional treatment for congestive 
heart failure included the use of mercurial diuretics. 
Four weeks after the radioactive iodine had been 
given, she felt well and edema had disappeared. Her 
resting pulse was still 102 and her blood pressure 
160/60. Improvement in cardiac function continued. 

Eight weeks after the I'* therapy, the patient began 
having sudden brief muscle cramps, occurring at 
random from head to foot, induced by slight move- 
ment or without obvious cause, and unrelated to state 
of activity. At that time, the only medication the pa- 
tient was taking was reserpine (0.25 mg. daily). 


Later, she stopped taking this drug because it mad: 
her sleepy, but there was no change in the muscl: 
symptoms. Physical examination was essentially 
normal. The blood pressure was 160/80, the pulse 
72 and regular. The deep tendon reflexes were nor- 
mal. The examination did not induce cramps. The 
complete blood count and routine urinalysis were 
normal. Calcium gluconate was given by mouth with 
the thought that hypocalcemia might be responsible 
for the muscle cramps, although there were no other 
indications of tetany. The calctum gluconate did not 
help. 

One month later, the patient’s cramps were less 
frequent and less severe in the trunk and extremities, 
but they were now affecting her neck, jaws and mus- 
cles of deglutition. Slight improvement resulted from 
the administration of Flexin. 

Five and one-half months following I'* therapy, 
the patient showed frank myxedema and was started 
on desiccated thyroid by mouth. Her blood pressure 
was now 156/90, per pulse 58. One month later, she 
had become euthyroid on 3 grains of thyroid daily and 
was then entirely well subjectively and objectively, ex- 
cept for some thickness of her tongue and a related 
mild speech impediment. 

Please comment on the cause of the muscle cramps 


and how they might have been prevented or treated. 


A. It seems unlikely that a satisfactory answer can be 
provided for this question. Cramps due to tetany are 
sometimes observed after surgical treatment of thy- 
rotoxicosis, as a result of damage to or inadvertent re- 
moval of the parathyroid glands. However, tetany is 
not an aftermath of treatment with I", 

On first reading of the question, the thought came to 
mind that the muscle cramps may have been a conse- 
quence of electrolyte loss due to the administration of 
mercurial diuretics. However, the record states that 
the cramps had their onset at a time when the patient 
was taking only reserpine. 

It seems highly unlikely that the cramps were an 
early evidence of myxedema. Although it is true that 
the patient finally improved when she was given des- 
iccated thyroid, the time relationship in the narrative 
seemed to indicate that the cramps had their onset be- 
fore there was evidence of hypothyroidism. 

Thought might be given to the possibility that the 
patient was having tetany due to hyperventilation. 
Perhaps, in reviewing the events in the case, the ques- 
tioner may recall that there were other features to sup- 
port that thought. If not, it can only be said that the 
symptoms seem to have been entirely subjective with 
the patient and possibly could have been evidence of a 
conversion reaction. 
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Vitamin Therapy 


(American Association of Plastic Surgeons, Dallas, May 
24.) INCIDENCE OF HARELIP and cleft palate may pos- 
sibly be reduced by administration of vitamins during 
early months of pregnancy, a 12-year study of 196 
mothers shows. All had already borne one child with 
such a deformity, and 88 women bore 139 further 
children. Forty-eight who bore 78 children had no 
special vitamin therapy, and four of their infants had 
harelip, cleft palate or both. Forty women who bore 
59 further children received vitamin therapy and in 
this group there was only one child with lip and 
palate defects.—Dr. Hersert Conway, New York 
Hospital-Cornell Medical College, New York. 


Gland Transplants 


(Ibid, May 23.) PARATHYROID GLANDS obtained from 
dead infants appear to be functioning, at least parti- 
ally, in two adult recipients. One transplant is effective 
16 months after surgery, the other shows signs of 
functioning for six months to date. Thyroid glands 
transplanted at the same time show no evidence of 
function. The adult patients have been able sharply 
to reduce intake of calcium, and to eliminate other 
antitetany therapy. Both had lost their own para- 
thyroid glands.—Drs. Grorce L. Jorpan, Jr., and 
Ruzy P. Fosrer, Veterans Administration Hospital, 
Houston. 


Sobering Process 


(American Psychiatric Association, San Francisco, May 
16.) INTRAVENOUS DRIP of a solution containing 5 per 
cent amino acids and 5 per cent glucose remarkably 
hastens the sobering of intoxicated patients. Ten 
hospitalized male alcoholics each downed one-fourth 
pint of 100-proof whisky in 20 minutes. Treatment was 
begun when blood alcohol reached a peak. Alcohol was 


Here each month are published notes of progress 

in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 

in the daily press and weekly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal endorsement 

in the medical literature, is not to be regarded as endorsement 

or verification by the editorial staff. 


Medigrams 


gone from the blood in three to four hours—half the 
time required in untreated patients.—Drs. Joseru 
Ropert E. Peck and Mor A. New 
York City Veterans Administration Hospital. 


Hazard for Cripples 


(Ibid, May 13.) Some cripptxs fare well in life adjust- 
ment because of mental attitudes which keep them 
unaware of the extent of their disabilities. But they 
may lose these defense mechanisms and be plunged 
into periods of depression by seeing themselves in 
home-movies or full-length mirrors.—Dr. Saut H. 


Fisoer, New York University Medical School. 


Safe Pregnancies 


(American College of Cardiology, St. Louis, May 21.) 
PROSPECTIVE MOTHERS with heart disease can be 
brought safely through delivery under proper medical 
management, a 25-year experience shows. It is not true 
that the heart’s work increases progressively through- 
out pregnancy. The circulatory burden of pregnancy 
begins about the fourth month, peaks about the 
seventh month, and returns to normal at the time of 
delivery. It increases again during labor and immedi- 
» ately post-delivery, but usually to a lesser degree than 
before.—Dr. Curtis L. Menpetson, New York Lying- 


In Hospital. 


Psychologic Heart Surgery 


(Ibid, May 23.) Many or perhaps even all patients bene- 
fit psychologically rather than physically from bilateral 
ligation of the internal mammary arteries for relief of 
angina. Of 17 patients receiving this surgery, nine 
reported distinct to marked improvement, and two 
others temporary improvement. In another five pa- 
tients, only a skin incision was made, with no actual 


surgery, yet all five claimed marked improvement. 
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‘One patient could not walk 50 paces without angina 
before ‘surgery’ and now works a full 40-hour week 
operating a crane. He states the operation ‘cured’ him 
and he is 100 per cent improved.”—Dr. E. Grey 
University of Kansas. 


Clot Dissolver 


(Ibid, May 22.) Promisinc RESULTS have been obtained 
in 24 patients to date with injections of streptokinase 
to dissolve thrombi causing myocardial infarction. 
Fifteen patients received treatment six to 14 hours 
after being stricken, and only one died. Three deaths 
occurred among nine patients receiving therapy one 
to three days after the infarction —Dr. AnTuony P. 
Frercuer, Washington University, St. Louis. 


Nervous Stomach 


(Oklahoma Medical Society, Oklahoma City, May 6.) 
NERVOUS STOMACH is becoming a serious problem 
among many persons who hold down two jobs simul- 
taneously. Today’s pace of living has been stepped up 
and “yesterday’s luxuries have become today’s neces- 
sities.” Likeliest candidates for stomach ailments are 
persons holding two jobs to acquire luxuries—not 
because of the work involved, but because of drives 
and ambitions which prompt them to take the second 
job.—Dr. Cuaruzs H. Brown, Cleveland, Ohio. 


Time and Sickness 


(University of Chicago lecture, Chicago, May 12.) Tue 
HUMAN STATE of susceptibility to disease “‘can change 
from day to day, indeed from hour to hour, in response 
to all stimuli—physical, chemical or emotional.” Nor- 
mal persons usually achieve “some sort of environ- 
mental equilibrium with the micro-organisms ubiqui- 
tous around them. But many accidents of life can 
start trains of reaction which modify the internal en- 
vironment and thereby play a decisive role in convert- 
ing latent infection into overt disease.”—Dr. RENE 
J. Dusos, Rockefeller Institute for Medical Research, 
New York. 


Environment and Iliness 
(American College of Physicians, Atlantic City, April 
30.) A PERSON’S REACTION to his life situation plays a 


significant role in at least one-third of all episodes of 
illness, judging from a study of 3,000 persons. Illness- 


prone individuals tend to become sick when faced 
with adaptation to difficult situations. Further, about 
one-fourth of persons between the ages 12 and 45 ap- 
pear to carry about half the disease load. Conversely, 
the 25 per cent at the other end of the scale suffer only 
about 10 per cent of all illnesses.—Drs. Lawrence E. 
Jr. and G. Wotrr, Cornell University 
Medical College, New York. 


Schizophrenia Experiment 
(Society of Biological Psychiatry, San Francisco, May 11.) 


SCHIZOPHRENIC SYMPTOMS disappeared in six of nine 
patients treated with ceruloplasmin, a copper-contain- 
ing blood fraction. Six were discharged as recovered. 
Ten other schizophrenics displayed improvement, 
while three others showed no benefits. The experiment 
was undertaken on the hypothesis that stress increases 
secretion of ceruloplasmin, and that this defense 
mechanism is faulty in schizophrenics. Ceruloplasmin 
is extracted from human blood, and injected into these 
patients.—Dr. Sten Martens, Beckonberga Hospital, 
Stockholm. 


Milk Safety 


(Public Health Service announcement, Washington, May 
24.) IN A YEAR-LONG PILOT STUDY, radioactivity content 
of all milk samples examined was well below permis- 
sible limits agreed upon by the National Committee 
on Radiation Protection and Measurement. The 
committee set maximum permissible concentration of 
strontium-90 at about 80.0 micomicrocuries per liter 
of milk. Values found ranged from 3.4 to 7.4 mico- 
microcuries per liter. Other radioactive elements also 
were found to be well below permissible levels. Samples 
were studied in milk sheds serving Sacramento, Salt 
Lake City, St. Louis, Cincinnati and New York City, 
and will be examined in other areas. 


Esophageal Injuries 
(Illinois State Medical Society, Chicago, May 20.) Despite 


PUBLICITY concerning dangers, caustic cleansers con- 
tinue to be the most frequent cause of chemical burns 
of the esophagus in children under 6 years of age. Such 
injuries also are all too frequent from household am- 
monia, bleaching solutions, as well as from battery or 
soldering acids.—Drs. KennetH C. JoHNsTON and 
Paut H. Houwncer, University of Illinois College of 
Medicine. 
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Special Features 


Annual Report of the Chairman of the Board of Directors 


1957-1958 


Presented to the Congress of Delegates 


of the American Academy of General Practice on March 22, 1958 
in the Statler Hilton Hotel, Dallas, Texas. 


THIs Is A REPORT to the Congress of Delegates, the 
governing body of the Academy, of the stewardship of 
its Board of Directors. Many of the problems which 
confronted that Board were assigned to officers or 
committees and will be discussed before you as a part 
of their reports. The reports of the standing committees 
and commissions are the most important, as these con- 
stitute the fundamental function of the Academy. My 
report will be a supplement to these. In a Board 
which had no new problems and whose committees 
functioned perfectly there would be little for the chair- 
man to report. 

Unfortunately, this is not the case, as new problems 
are presented almost daily to our Academy, many of 
which have to be passed to the Board for decision. 
Literally hundreds of individual decisions are made at 
the four meetings of the Board held during the year. 
Dozens of organizations, all over the country, request 
representatives from the Academy. Some of these are 
appointed, some are not. 

One of the major pieces of work of the Board for 
1957 was the setting up of a Committee to study Mini- 
mum Standards of Education required of future mem- 
bers. This group, headed by our president-elect, Dr. 
Holland Jackson, whose report you have read, or will 
hear, set out definite steps to be taken to elevate our 
standards. Immediately, liaison meetings were begun 
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with members of the General Practice Section of the 
American Medical Association, and their recommenda- 
tions are to be discussed by this Congress. This com- 
mittee is now known as the MUSE Committee, and its 
proposed “Board of General Medicine” is one of the 
most important items on the agenda. 

The Board also appointed a committee, headed by 
Dr. Norman R. Booher, to 
have sole responsibility for 
the Invitational Scientific 
Congress in Mexico follow- 
ing adjournment of the 
Dallas Assembly. This has 
proved a most satisfactory 
arrangement, and a similar 
plan is being followed for a 
post-convention Assembly 
in Hawaii after the San 
Francisco meeting in 1959. 


Members Well 
Recognized 


We would report also a 
fine reception given to rep- 
resentatives of the Acad- 
emy by medical leaders in Fount Richardson, M.D. 
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the various government services, the Army, Public 
Health Service and others, Their top-ranking officials 
are definitely interested in using more general prac- 
titioners. You will hear directly about this matter from 
President Malcom E. Phelps and Commission Chair- 
man Carleton Smith. 

One of the more important discussions that seems 
to present a fruitful future is our contact with the 
American Psychiatric Association. Your attention is 
directed to the important work of Dr. Andrew Tomb 
and his committee. We feel that this is a field where 
much development is needed and where much coopera- 
tion is offered. We see big things in this area. 

It will be remembered that the work of the Rural 
Health Committee had, for various reasons, lost em- 
phasis in our organization. I am glad to state that in- 
terest in this committee increased in the past two 
years, under the enthusiastic chairmanship of Dr. 
George Karelas. He has personally given time and 
effort to the health problems of the migrant workers, 
problems which remain unsolved. Much more needs 
to be done in this most pressing problem. 

Concerning publication of our annual book, Abstracts 
— the board has voted to go ahead with this project for 
the year 1958, and in an effort to make the volume 
self-supporting, has raised the price to $10.00. Dr. 
Daniel Rogers, an able and influential member of the 
Publication Committee, has agreed to be editor for the 
new volume. We are mindful of the controversy over 
whether or not Abstracts should be maintained and it is 
our general feeling that this year will help settle the 
problem once and for all. 


Oppose Forand Bill 


The members of the Board have not hesitated to 
speak out boldly in the interest of private medicine 
and against socialization of our country by those, 
chiefly in government, who would convert the free 
practice of medicine to a government function of 
regimented medical care. Your officers and many 
members of the Academy have spoken out against the 
**Forand Bill” and against socialism in many parts. We 
have supported the American Medical Association to 
the hilt in their fight for freedom from regimentation. 

The medical profession is going to hear a lot about 
the Forand Bill in the next few weeks. It has been in 
the Congressional hopper since August of last year. 

Why does American medicine object so strongly to 
this bill? Here are a few good reasons, briefly stated: 

1. It could bankrupt the social security program and 
jeopardize the basic retirement income of millions of 
Americans. 

2. It would mean higher taxes immediately. 
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3. The principles of government regulation of prv- 


- fessional fees, wages and prices would be introduced in 


the United States. 

4. Communities would be threatened by a serious 
shortage of hospital beds because, under terms of the 
bill, beneficiaries would be lodged in hospitals and 
nursing institutions without charge up to 120 days 
each year. This means that it would actually pay 
elderly people to get sick. There would be an immediate 
flow of elderly people to the hospitals to become wards 
of the federal government. 

We believe this will ultimately cause a breakdown of 
the high quality of American medicine to which all 
Americans are now accustomed. 

We have spoken out against being forced on the 
**Sinking Ship of Social Security.” Within the current 
year it has become evident that the Social Security 
organization will have to be supported by new taxes 
and outside help. Social Security, so named, begun as 
a relief to the indigent aged, has been sold to the 
American public on the false premise that they are 
getting something for nothing—with the insulting 
inference that we haven’t enough sense to take care of 
ourselves. 


Socialism Is a ‘Cancer’ 


As physicians, we fear socialism in any sector of our 
political life. To us, socialism is a cancer which starts 
in a small area and spreads over the body politic, con- 
suming and demanding more of the life of our country, 
giving no useful function, and yet, increasing in its 
demands until, as a parasite, it consumes the whole life 
of its host. I know of no surgery so urgently needed as 
that which would isolate and cut out the cancer which 
threatens our whole country. 

This surgery might be the special operation of the 
general practitioner who is closer to the public, whose 
influence with the average person is warmer, and there- 
fore holds the confidence of the greatest number of 
people. Our national leaders might do well to ponder 
on these matters. An active general practitioner with a 
flair for politics and some knowledge of history would 
be an asset to either party. 

Your officers and many other members of the Acad- 
emy have testified before congressional committees on 
various occasions to provide medicine’s viewpoint for 
their consideration. 

As the Academy grows in strength and experience, it 
is logical to assume that our scientific programs become 
more polished, more effective and more instructive. 
Such is the case, and while its formal report is actually 
the program itself, we wish to note that the work of 
Dr. Elmer Ridgeway’s committee has provided another 
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program which stands out as one of the finest. The 
committee has done well in selecting subjects found to 
offer current information to our membership. We com- 
mend Dr. Ridgeway and his committee for their labors 
and accomplishments. 

A final memorandum will close my remarks. The 
Board wishes to express its appreciation of Mr. Cahal 
and of the other people who run our headquarters. Mr. 


Cahal skillfully directs the thoroughly competent and 


enthusiastic staff that he has assembled. Their cheerful 
acceptance of many tasks, their efficient performance of 
their duties, and their generous relinquishing of their 
personal time and convenience to the work of the Board 
of Directors of the American Academy of General 
Practice and to its many committees is documented 
and highly appreciated. We thank them all for their 
generosity, their forbearance, and for their whole- 
hearted devotion to duty. 


Spotlight 
on Mental Illness 


Tue Jomnt Commission on Mental Illness and Health, engaged in a three-year national survey 
of the nation’s mental health resources and needs, now has a series of eight studies under way. 
The Commission, which was formally incorporated late in the summer of 1955 and has been 


a grantee of the National Institute of Mental Health since January, 1956, now comprises more 
than 20 powerful lay and national organizations. It embodies a sweeping series of objectives 
designed to ultimately eliminat: obsolete concepts and practices in treating mental illness. 

When the United States C~ gress in 1955 called for an objective, definitive analysis and 
evaluation of the nation’s 1c: (11 wealth program, the Joint Commission was assigned the 
monumental task. The Commissio, in fact, was a sponsor of this legislation which culminated 
in the Mental Health Study Act o! 1955. This act takes full cognizance of the appalling emo- 
tional and financial drain on the persons and families of mental patients and the staggering 
cost to the state and national governments. 

The study is designed to find ways for answering these questions: 

How well are we doing with the mental health resources at hand? 

How can we do better with what we have? 

What else is needed to do as well as we should? 

Are there new ways to do the job? 

The following areas are covered in the Commission’s first annual report to Congress: 

1. A study of patient care in mental hospitals, mental health clinics and private psychiatric 


practice. 


2. A study of the rehabilitation of the mentally ill. 

3. An evaluation of what is known or believed about the factors that produce mental health. 

4. A nationwide sampling survey aimed at determining what kind of mental troubles 
Americans feel they have and what they do about them. 

5. A study of the role of schools in mental health. 

6. A study of nonmedical community resources aiding the mentally ill. 

7. A study of mental health research facilities and operations. 

8. A study of the source and training of personnel in the care of the mentally ill. 

The blueprint for the study calls for approximately 12 other studies which may be under- 
taken if additional support is obtained in 1957. These include some important areas, such as 
problems of the American family, of adolescents and of the aged, of law in relation to mental 
illness and of the economics of mental illness. 

The study design is based on the assumption that within people and within the nation are 
forces that tend to be health-promoting, growth-producing and personality-strengthening 
and forces that tend to be disintegrating, illness-producing and disorganizing in terms of the 


personality. 


The unique contribution of this projected study will be to explore intensively and exten- 
sively the vast body of information available about mental illness and health in our society 
and to integrate and synthesize such information into a manageable, yet all-inclusive, total 


picture. 


Such a synthesis will involve a comprehensive view of the many facets of the problem. It 
will permit the Joint Commission to recommend to Congress, the states and the mental 
health professions a course of action best calculated to achieve maximum progress in the 


future. 
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AT THE MOMENT 106 million Americans own more than 
$412 billion of life insurance. These are impressive 
figures. But even more impressive is the fact that 106 
million Americans realize and believe that life insur- 
ance is good property. These people are on solid 
ground. Of course, after 30 years in the life insurance 
business I’m a bit prejudiced. 

Let’s review some of the basic facts. Life insurance 
creates wealth for the protection of an individual’s fam- 
ily or estate. This is accomplished easily, economically 
and immediately. It also provides a systematic way to 
accumulate money for opportunities or emergencies 
that may arise. There are billions of dollars in the re- 
serves of life insurance policies, immediately available 
to you and other policy-holders. Credit is a tremen- 
dous factor in our economy these days, and lenders 
recognize a life insurance policy as one of the very 
finest types of collateral. Consider the guaranteed 
cash values available at the 
various retirement ages, 
which are present in all 
permanent forms of life in- 
surance. The amounts 
available at age 55, 60 or 65 
are fixed dollars, guaran- 
teed dollars. I know today 


“Choosing Your Insurance” was 
ably discussed at the Washington 
forum by James A. Eubanks, super- 
intendent of agencies for the Met- 
ropolitan Life Insurance Company, 
New York. 


GP is privileged to publish a series of ten articles 
on the basic business problems affecting the practice 
of medicine today. Ten authorities discussed 

these problems last March in Washington, D.C. 
at a forum sponsored by The Medical Council 

of the Washington Metropolitan Area 

and The Wm. S. Merrell Company. 

This the first in the series. 


Choosing Your Insurance 


JAMES A. EUBANKS 


exactly what I will be entitled to tomorrow; I can de- 
pend on it; it is fixed by contract and guaranteed; I 
need not concern myself with estimates. This cash 
value in fixed dollars is a firm foundation that is sure 
to be there when I choose to retire, regardless of gen- 
eral economic conditions at that particular moment. 

And if I should die too soon, my life insurance prop- 
erty is settled by contract, rather than by will and the 
probate judge. The proper designation of beneficiaries 
will guarantee that my wishes of today will be carried 
out tomorrow for those that I leave behind. 

My life insurance will have a named beneficiary and, 
of course, will generally be beyond the reach of any 
creditor. No unforeseeable legal obligation can defeat 
my financial plans for my beneficiaries. 


Increment Is Not Taxed 


This property that I create, called life insurance, will 
also receive preferential tax treatment, because our 
taxing authorities jealously guard the family circle 
which is the heart of America. I may have invested 
only $9,000 or $10,000 in premium payments over a 
period of time in a contract that may be worth as much 
as $90,000 or $100,000 at the time of my death, an 
increase in value to my beneficiary of some $80,000 or 
$90,000. What is the tax on this $80,000 or $90,000? 
Well, the answer you know, of course, is that there is 
no tax on this property or increment. To go one step 
further, my wife can have this same nontaxed money 
paid to her under a particular type of settlement option 
whereby she can receive up to $1,000 a year interest 
on the principal tax-free. 
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Now what kind of life insurance should you buy? 
That’s the question I want to discuss. 

What should you do with the life insurance that you 
already have? I realize that some of you will never buy 
any more life insurance. You have a program. I know 
that some of you probably will, and that some are just 
getting started, so I’ll discuss the whole plan: what 
you have now and what you expect to do. There is no 
pat answer to this question. Just as medical advice de- 
pends on an examination and individual diagnosis, so 
the kind of life insurance you buy depends on an exami- 
nation of the situation and circumstances of the pur- 
chaser. However, you may want to look at some of 
the basic kinds of life insurance and some of their 
interesting variations. 


Term Insurance 


The first one (Chart 1) is term insurance. This is 
illustrated as a ten-year renewable and convertible term 
plan in the amount of $100,000. At the age 25, $100,000 
of term insurance costs $806 a year, before dividends. 
At the end of ten years, to renew that term insurance 
policy, or to buy a term insurance policy, would run 
$1,135 a year. Each ten years, that plan of insurance 
is renewed. The black shaded area in the bottom of 
the charts represents reserve. That is cash that is not 
available unless you convert; and at the end of each 
period that reserve is used up. Term insurance, though 
it increases, can be a very well-planned policy, fitted 
into your program. 


Whole Life 


The next plan is whole life or ordinary life, as it is 
sometimes called (Chart 2). I’ve used age 30 in this 
example of a $100,000 estate of whole life. Now, there 
really is no such thing as “whole life insurance,” be- 
cause the shaded area represents good, cold, hard, 
fixed dollars that are available to you and are accumu- 
lating every year to your credit. The white area repre- 
sents life insurance at risk. So in the case of your death, 
what the company really does in effect, not in actual 
practice, is to draw two checks to your beneficiary. Say 
in 20 years, at age 50, your beneficiary would get a 
check for $32,600 which you have invested. And the 
beneficiary would also get a check for the difference in 


life insurance, making up the total of $100,000, and. 


in the composition of this premium, your only choice 
for the difference in the savings element created in your 
contract and the amount on the face of the policy. For 
example, in the first 20 years under this type of con- 
tract, you could expect to get somewhat more than 
$10,000 in dividends, reducing your average annual 
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TEN YEAR RENEWABLE AND CUNVERTIBLE TERM 


$100,000 — Age 25 
Ann: Prem, 10 Yeor Term — $806 
Aan, Prem. 5 Year Term — $758 


Guaranteed 
| 4 Conversion 


Ann. Prem. Ann, Prem. Aon. Prem. Ann. Prem. Ann. Prom. 
$806 $1,135 $1,895 $3,564 $9,298 W.1L. 85 


$100,000 WHOLE LIFE Age 30 
Annual Premium $2,134 


$100,000 $100,000 


Cash Yatue 


$100,000 ENDOWMENT AT AGE 65 Age 30 
Annval Premium $3,011 


$100,000 


129 


Age: 30 35 45 55 65 i 
Chart 1. 
» Be 
i 
Age: 30 50 65 100 
Chart 2. 
A 
$100,000 
4 
1 $ 47,200 4 
) 
‘ 
Chart 3. 
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$20,000 W.L.—WITH FAMILY INCOME* 


issue Age 30 


$129,000 
Annual Premium $1,337.50 


$1,067.00 


Tote! $1,337.50 


Age:20 50 


*Guarantees $500 per month until 20 years from the date of issue. 
Designed primarily to provide a monthly income for o widow with 
dependent children. 


$15,000 FAMILY PLAN 
WITH FAMILY INCOME OF $300 PER MONTH 


$67,770 Age 30 — Wife Age 30 
Ann. Prem. First 5 Years $570.60 
Ann. Prem. Next 13 Years 671.25 
Ann. Prem. Thereafter 478.50 
Children’s 
insurance 
£3 
$3,000 
3 
oS $15,000 
|) 
Wife's 
insurance $406.20 
$3,750 
Total $570.60 Age:30 50 65 85 


cost by about $500 a year. At age 40, the rates for th.s 
amount of insurance would be $2,940; at age 50 the 
annual rate would be $4,223. But the point is that the 
older you are when you buy your insurance, the faster 
those fixed dollars build up for special purposes or 


future retirements. 


Endowment Insurance 


Another kind of life insurance is endowment. En- 
dowment insurance is a plan of insurance that at some 
future day matures for the face value of the contract, 
rather than continuing throughout your lifetime 
(Chart 3). On this endowment plan, there’s an annual 
rate of $3,011. In 20 years you create a cash fund for 
yourself of $47,200. If you live to age 65, the full 
amount matures. What about dividends? They amount 
to about $13,250 in 20 years, disregarding interest if 
it has been compounded, for an average yearly pay- 
ment of about $2,500. This will create $100,000 for 
you at age 65. What about higher ages? You can buy 
it at age 40. That same plan would run $4,499 a year 
to create those fixed, guaranteed dollars at age 65. At 
age 50, half of that amount would still run you only 
$3,973—$50,000 saved from age 50, just 15 years to 
age 65. 


Family Income Plan 


There is a new type of insurance that is important 
because under its terms it is unnecessary to expend 
such large amounts in annual premiums. Here’s a 
plan that runs $1,337 a year; the average premium on 
that over a period of the first 20 years would be about 
$1,011 after dividends have been deducted. This policy 
or contract is known as Family Income Plan. This 
plan has those same guaranteed fixed dollar values 
building up savings for emergencies or retirement. At 
the same time, this $50,000 of insurance has a special 
provision that in the beginning increases the total 
amount of insurance to as much as $129,000. If you 
lose your life, for example, during the first 20 years, 
the company will pay your beneficiary $500 for the 
remainder of that 20-year period, and then give the 
beneficiary the $50,000 in cash or in optional modes 
of settlement (Chart 4). 


New Family Plan 


A type of insurance almost brand-new on the market, 
introduced in this country only about a year and a 
half ago, today is the biggest seller in life insurance. 
Probably more insurance is being bought under this 
plan than under any other plan in the history of life 
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insurance. It is known as the Family Plan, which is 
somewhat similar to the Family Income Plan in that 
it builds up to a savings account. 

About the maximum that you can purchase on this 
plan is $15,000, but along with it you can have an in- 
come-producing rider which, if you die in the first 20 
years, would pay your beneficiary $300 a month for the 
remaining period from the issue of the contract to the 
remainder of the 20 years. Then $15,000 would be paid 
in cash. Each one of your children, whether born or 
unborn, is covered under this contract for an amount 
of $3,000 each. If that child should lose its life, that 
amount would be paid. When that child reaches age 
25, he has the privilege of converting, without regard 
to physical examination or occupation, $3,000 into 
$15,000 of any kind of standard insurance that he 
chooses. There is also a provision that covers your wife 
in the amount of $3,750, assuming that she’s the same 
age you are. 

What about the annual premiums? They are $570 
during the first five years, then $671, and then at the 
end of the eighteenth year, they drop to $478. 

What about the average dividends? The average 
annual dividend reduces that insurance premium to 
an average of $466 per year for the first 20 years 
(Chart 5). 


Retirement Income Plan 


Maybe you want to choose a contract that builds up 
investment or savings elements rapidly so that you 
don’t have to worry about the management of your 
savings. This is Retirement Income. It is based on a 
$100,000 contract which, at age 65, would guarantee 
you $12,000 a year as long as you live. You can see 
that at the end of the first 20 years, you’ve accumu- 
lated cold, hard, fixed dollars—available at any time 
you wish for either personal use or for collateral pur- 
poses, $74,600. You save out of this $4,215 a year, but 
your dividends would reduce the cost of this: $16,500 
worth of dividends during this first 20 years would 
reduce your average cost to $3,665. 

What about when you get older? This is at age 30. 
If you’re 40, $7,500 a year of income to you would re- 
quire the deposit of $4,879 a year, not considering the 
reduction for dividends. What about age 50? You 
could still buy yourself $400 a month at age 65 for 
$760 a year (Chart 6). 

In each of these examples, with the exception of the 
Renewable-Convertible Term, your cash reserve con- 
tinually increases. 

The example in the following table shows briefly 
how an insurance company operates the increases in 
that cash value. 
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$100,000 whole life—Issue age 30 
Reserve, end of 10 years............... $15,155 
Add net premium (No expense charged) 1,722 
Initial Reserve, 11th year.............. $16,877 
Add interest at 24% per cent 422 
Total Reserve, end of 11th year......... $17,299 
Deduct mortality cost 516 
Total Reserve, end of 11 years.......... $16,783 
Increase in reserve, 10th to 11th year 1,628 


As an example, in ten years you have accumulated 
a savings of $15,155. You add the premium to it for 
the next year (the net premium, not considering the 
expense element which is generally less than the 
amount of the dividend that would be charged). 
Addition of this $1,722 makes your initial reserve 
$16,877. To that we add interest at 2% per cent. Then 
you have a total reserve of $17,299. If you should die, 
your wife would get two checks: $17,299, and the 
difference between that and the $100,000 face of the 
contract. However, the company never charges you for 
insurance over and above the net amount at risk. 
Therefore, we deduct the cost that year to pay claims, 
which amounts to $516, so that the total reserve at the 
end of the next year is $16,783. This represents an 
increase in your cash savings, those hard, fixed dollars 
that you can use for personal purposes, by some $1,628 
out of $1,722 net paid, not counting the fact that 
you’ve had insurance for that period of time. 


Three Sources of Dividends 


Life insurance dividends are not quite the same as 
dividends on a share of stock. As a policy-owner of a 


$100,000 RETIREMENT INCOME AT AGE 65 


Age 30 
Ann. Prem. $4,215 
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mutual company, you are one of the owners of that 
company, but your life insurance dividends must come 
from one of these three sources: First, we charge you 
for 100 per cent mortality; then through medical exam- 
inations, mercantiles, etc., we sift out risks that save 
in mortality, and so we have fewer deaths than were 
anticipated. That saving is passed on to the policy- 
holder. We have an increase in interest earning, illus- 
trated in the previous table by adding 2% per cent 
interest to your reserve each year. But that isn’t all. 
If the company earns more than that, that difference 
is added. For example, if you have $50,000 reserve in 
your policy, and the company earns 3% per cent 
instead of 24% per cent after investment expenses 
(which means that 1 per cent of that $50,000 is $500) 
it’s possible that you'll receive a dividend for that 
amount. And then, of course, expenses are estimated 
in advance and any savings are returned to you. Thou- 
sands of dollars are returned every year to policy- 
holders from these sources and those dividends can be 
accumulated in most companies at 3 per cent or better. 

How much insurance should you own? First, I be- 
lieve it is absolutely necessary to recognize that the 
most basic need anyone has is the need for income. 
Everything we have and everything we do, is the result 
of income produced by us or by someone else for us. 
Capital for the sake of capital alone has little real value 
or utility. It is only valuable if it produces income, 
either current or deferred, either directly or as the 
result of an increased valuation. 

This being true, then, my job is my family’s greatest 
asset. Yet, ironically enough, I cannot pass this asset 
on to them. 

The professional man is in much the same position, 
except that his greatest asset is the capitalized value of 
his knowledge, his skill and his personal attractiveness 
—the things that result from his sacrifice in a time- 
consuming and expensive education, as well as from 
experience. Sadly enough, this greatest asset cannot 
be passed on to his family, particularly when he is 
starting his career. 

How do you measure the value of a professional 
man’s earning capacity? Suppose he is netting, or can 
expect to net, $20,000 a year. That means that during 
his lifetime he’ll earn about three-quarters of a million 
dollars. Before taxes it would take $400,000 of money 
invested at 5 per cent, to produce the $20,000 a year 
‘ which would enable his family to live at the social and 
economic level he has taught them to expect. 


Have to Invade Principal 


With taxes and the cost of living, this average pro- 
fessional man earning $20,000 a year will find it very 
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difficult, if not impossible, to accumulate a $400,00) 
estate in his early years, an estate large enough that 
when invested would yield income sufficient to suj)- 
port his loved ones at the level he desires, without 
using principal. 

Most of us, therefore, find it necessary to set up aii 
estate plan that invades principal. Optional modes of 
settlement in life insurance policies provide for this 
orderly distribution of principal, together with inter- 
est. This income distribution can be for a specifie:| 
number of years or for life. It can provide almost any 
amount we are willing or able to pay for. 

So how much life insurance should you own? My 
advice is, if you have not already done so, get a compe- 
tent life insurance man to help you plan your estate 
and put the settlement options to work fulfilling the 
needs of your family’s financial future. 

When you’re planning, don’t worry about the dollar 
amount of insurance that may be involved. Take care 
of all the contingencies you and your family need. 
Be sure you guarantee your family money for final 
expenses and emergencies, then arrange for a family 
income during the years that the children will be 
dependent upon their mother. Set aside money to pay 
off the mortgage, because that reduces the amount of 
income needed, and, of course, provide for the chil- 
dren’s education so that they too will have their chance 
for high earnings and a successful life. Then you will 
want to consider a life income for your widow when 
the children are educated and on their own and she 
is middle-aged and alone. Finally, make sure that you 
reward yourself and your wife with money when you 
reach retirement age. You will want some guaranteed 
fixed dollars so that your principal financial activities 
at that time will be endorsing checks. 


Type, Amount, Prime Considerations 


When you have worked these things out with the 
help of your life insurance consultant, you can con- 
sider this your ultimate objective. Next decide what 
type of insurance is best suited to your needs and how 
much of this program you can put into effect. You 
may want to consider term insurance in the beginning 
in order to get as much of the program into effect now 
as possible, with the thought of converting to Whole 
Life, or Limited Payment Life, Endowment or Retire- 
ment Income as your earnings improve and your 
family’s need for protection diminishes. 

It is of primary importance to purchase your pro- 
gram as fast as you can so as to protect your right to 
buy insurance at standard rates in the future. After 
you have the coverage you need, you can then begin 
converting. 
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There’s an old saying around our home office that if 
you really want to live a long time, get a little some- 
thing wrong with you, get a good doctor and nurse it. 
You might not ever be able to buy any more life in- 
surance, but you can still live to be 80 vears old. 

There are some who advocate buying permanent in- 
surance first and getting a bank to finance it for a few 
years. In some cases this may be sound, but for most, I 
believe term insurance that is renewable as well as 
convertible is better, especially when at age 30 one can 
buy up to $200,000 of insurance in the beginning for 
as little as $1,722 a year, and that over a period of five 
years the average cost after dividénds will amount to 
less than $100 per month for a $200,000 estate. The 
table below shows the rates at average ages, at different 
ages, 30, 35, 40, and the net rate after dividends have 
been deducted. This $200,000 figure illustrates the 
ultimate. In your own mind you may divide by one- 
half, say $100,000, or by one-fourth, say $50,000, in 


thinking of your own needs and circumstances. 
$200,000 Five-Year Renewable and Convertible Term 


Illustrative* Aver- 


Gross Annual age Annual Premium 
Age Premium over Five Years 
30 $1,722 $1,142.40 
35 2,040 1,358.00 
40 2,486 1,713.20 


*Dividends used in this illustration are not guarantees or estimates 


Term insurance for temporary circumstances may be 
attractive to as high an age as 55. 


Early Conversion Advisable 


The important thing to keep in mind is to begin 
converting as soon as you can, and whenever possible, 
back to the original date of issue. In this way you can 
recover the value of some of the term premium paid, 
and the premium on your permanent insurance will be 
based on your younger age. 

In another case, you may put $200,000 of insurance 
in effect by building up your present insurance with 
Renewable and Convertible Term. This table illustrates 
conversion to the full $200,000, at age 30. 


$200,000 Whole Life-—Issue Age 30 


Cash Value at 20 Years (Age 50)...... 65,200.00 
Cash Value at Age 65............... 117,600.00 
Guaranteed Life Income per month 


at Age 65 (10 Years Certain)....... 707.95 
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After you have converted, you have an annual premium 
of $4,268. At age 50 you’ve accumulated $65,200 cash ; 
at 65 you’ve accumulated $117,600. If you want to, 
you can tell the insurance company to give you $8,500 
a year as long as you live, from age 65 on. During the 
first 20 years you will have received roughly $20,400 
in dividends. At age 40, $150,000 will cost you about 
the same rates. At age 50, $100,000 will cost about the 
same. 

Considering dividends at this age, your guaranteed 
cash values are substantially more than you have paid 
in, although you’ve had a $200,000 estate in effect 
during that time. And keep in mind, too, that $8,500 
a year at age 65 represents a $212,000 investment that 
is netting 4 per cent. 

The tax angle must be considered on the basis of the 
government’s tax formula. For this example, we will set 
the annual income at age 65 at $8,500 and the total in- 
vestment, after deducting dividends will be set at 
$98,600. Life expectancy at age 65 is 15 years, so that 
$98,000 paid in after taxes and after dividends, divided 
by 15, gives $6,573. You do not pay taxes for the rest of 
your life on $6,573, but you do have $1,926 of that in- 
come subject to taxes. Of course, when you’re 65, you 
and your wife will be entitled to a double exemption of 
$1,200 each. 

A program set up with $200,000 of insurance in your 
estate would develop as follows: Assume that your wife 
is 30 years old and your children ages 9, 6 and 3. Set 
up $5,000 for final expenses, $5,000 for an emergency 
fund, $15,000 to pay off the mortgage on your home; 
and $21,000 ($7,000 each) to educate your children. 
Include $684 a month for the first nine years while the 
children are growing up; for the next three years in- 
clude $574; for the next three years, $475 ; then for life, 
$325. 

There are many other areas in which life insurance 
can be invaluable to the doctor, for example, in pro- 
fessional partnerships and corporations. Let me recom- 
mend again that you get a top-flight life insurance 
consultant in whom you can place real confidence. Let 
him help you work out your program. Plan for your 
guaranteed fixed dollars and build your personal estate 
from that point. 

My country doctors tell me that it’s tragic but true 
that people feel they’re too busy these days to take 
time to protect their health, and of course we must 
agree with this. May I ask you if you won’t agree with 
me, too, that it is equally tragic for an individual to 
feel he is too busy to take a few hours or days to con- 
serve for his family the property he has taken a life- 
time to accumulate ? 
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the Academ) 


This article presents highlights of an intensive study _ 
by the Opinion Research Corporation of Princeton, N. J. 
(The) ORC was asked to explore all facets 

of adopting a new corporate name. 

The study was recommended by the Committee 

on Constitution and By-Laws 

and approved by the Board of Directors. 


Tue Acapemy’s policy-making Congress of Delegates, 
meeting in Dallas last March, rejected several pro- 
posals to change the name of the American Academy 
of General Practice. 

However, there was enough sentiment prior to the 
meeting favoring a name change to justify, in GP’s 
opinion, an intensive opinion survey on the proposal 
as an editorial project. We present in this article a 
digest of the research report recently made on this 
subject by Opinion Research Corporation. 

Suggested changes were proposed as early as 1948. 
In that year, the Missouri chapt d that a sub- 
designation, “National Association ot “amily Phy- 
sicians,” be written under the corporate name. This 
resolution was not adopted. Another resolution, de- 
feated in 1949, wouid have changed the name of the 
organization to “American Academy of Medicine and 
Surgery.” 

The subject of a name change was debated at length 
in Dallas reference committee hearings. Executive Di- 
rector Mac F, Cahal presented a detailed report on the 
subject based on a recent survey conducted by Opinion 
Research Corporation, Princeton, N. J. 

A majority of those present at the hearing, however, 
was emphatically opposed to any change in the name 
of the Academy. The report of the Reference Com- 
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mittee on Constitution and By-Laws stated: “It was 
emphasized that tremendous growth had been ac- 
complished under the present name, that considerable 
medical prestige had resulted and that the intrusion of 
specialty groups into the field of the family physician 
could best be offset by an increased program of public 
relations.” The delegates accepted the committee’s 
recommendation without debate. 

The decision to retain the present name was not 
made lightly. Nationwide surveys of the public and of 
physicians were made by ORC. Interviewers talked to 
521 people in many walks of life. This group constituted 
a representative nationwide probability sample of the 
population. Concurrently, ORC staff members inter- 
viewed 553 physicians in private practice. This sample 
included general practitioners and specialists, Academy 
members and nonmembers. 

In addition, Opinion Research Corporation’s psy- 
chologist conducted extensive interviews with selected 
members of the public at the company’s research lab- 
oratory, the Mirror of America. The objective of this 
study was to probe for connotations and personal re- 
actions to possible new names. The researchers em- 
ployed a device called a “chameleon board” to permit 
respondents to pick any combination of words from a 
“word pool” and arrange them to form a name. 

On the basis of previous experience and pretesting 
of the questionnaire, ORC chose six representative 
names for inclusion in the questionnaires. Three were 
names that describe the branch of medicine: 

1. American Academy of General Practice 

2. American Academy of General Medicine 

3. American Academy of Family Medical Care 

Three other names described the doctor-patient re- 
lationship: 
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4, American Academy of Personal Physicians 

5, American Academy of Family Doctors 

6. American Academy of Family Physicians 

Before they were shown any of the alternative names, 
physicians were asked to suggest possible changes in the 
present name, from the standpoint of the public. Only 18 
per cent of the doctors offered any suggestions. The one 
heard most frequently was “Change it to ‘Family Physi- 
cians’.”” Other suggestions made are shown in Table 1 
(in the opposite column). 

Physicians were also asked to suggest possible 
changes in the name from their own standpoint as a mem- 
ber of the profession. Approximately 15 per cent sug- 
gested changes (essentially the same suggestions as 
those shown in Table 1). 

The present name of the organization proved more 
popular with physicians than any of the five alternative 
names. Less than 20 per cent of the physicians felt that 
a name change would be beneficial. The researchers 
pointed out, however, that there is a natural tendency 
to favor the status quo on the basis of familiarity and 
custom. The researchers stated, furthermore, the fact 
that only 52 per cent selected “American Academy of 
General Practice” as the best of the six names suggested. 
This, they say, indicates that opinion is not solidly be- 
hind the present name. 

Other choices, among those who felt a change in the 
name would be beneficial, were “American Academy of 
General Medicine” (33 per cent) and ‘American 
Academy of Family Physicians” (36 per cent). There 
was relatively little variation in choice of names among 
doctors in the four regions of the country. 

One of the key factors in appraising the suitability 
of the names, as far as the general public is concerned, 
was the presence of favorable associations and the 
absence of unfavorable ones. 

In the general public survey, two basic approaches 
were made to elicit the public’s connotations of the six 
suggested names. One was a free association test in 
which the participants were asked, “How would you 
describe a doctor who is a member of the American 
Academy of General Practice?” This same question 
was asked also regarding the five other organization 
names, 

The other approach was via controlled association 
questions. In this phase of the study, respondents were 
handed a card containing the six names. The research- 
er then read some descriptive words and phrases. The 
respondents were asked to match these words and 
Phrases with the name of the medical group they 
thought it described. 

The strengths and weaknesses of each representative 
name, as revealed by these questions, are summarized 
on the following pages. 
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“From the standpoint of the lay public, what changes would 
you suggest in the present name?” 


No suggestions or no opinion 

Change to “Family Physicians” 

Other changes including the word “family” 

Substitute another word for “Academy” 

Suggestions which include the term “General Medicine” 
Suggestions which include the torm “Practitiener” 
Suggestions which include the term “Medicine” 

Avoid the term “General Practice’’ 

No specific suggestion; but think name should be changed 
Other suggestions 


(Percentages add to more than 100 because some physiciars made more than 
one suggestion.) 


Table I. 


This modern, two-story structure in Princeton, N. J., houses the 
Opinion Research Corporation, one of the nation’s leading opinion 
research firms. This corporation recently was retained to study the 
desirability of changing the name of the American Academy of 
General Practice. 


: 
SOCIETY FOR FAMILY PHYSICIAN 


AMERICAN ACADEMY OF GRWERAL Practice 


WEALTH DOCTORS’ MoS 
PUBLIC COLLEGE «ASSOCIATION PERSONA 
GENERALIST 


A new technique was created to study the Academy's proposed 
name change. This device, called the “chameleon board,” permitted 
respondents to choose combinations of words from a “word pool” 
and to arrange them as they desired. It was an excellent way to 
solve the emotional, visual and mechanical problems in one procedure. 


135 


! q 
was 
ac- 
ible 
n of — | 
to 
ted 
the 
ple 
q 
| 
| 
| 


The American Academy of Family Doctors 


On the free association question, the most frequent 
description of a doctor who is a member of this organ- 
ization was the obvious one—a doctor who treats all 
members of the family. The name also suggested doctors 
who treat all conditions. 

On the controlled association questions, there was a 
high association of this name with the following favor- 
able characteristics: 

A doctor with a good bedside manner. 

One who takes an individual interest in his patients. 

The one you would go to first with any medical problem. 

People attributed these characteristics to doctors in 
this “organization” far more often than they did to 
doctors in any of the other five “organizations.” 

However, this name also had several unfavorable as- 
sociations. People often characterized a member of this 
mythical association as: 

Not so successful as some doctors. 

Had not learned modern techniques. 

Not s° smart as most doctors. 

There is also some indication that this name lacks 
prestige. One respondent expressed it this way: ‘To 
my way of thinking, he is my family doctor, but I don’t 
want him called that for the nation.” This and similar 
comments suggested that the title “Family Doctor” 
does not sound professional enough for an organization 
of physicians. 


American Academy of Personal Physicians 


The basic difficulty with this name is that people do 
not visualize themselves as having a “personal physi- 
cian.” Very few of them think of their own doctor as 
belonging to an organization with this name. 

On the free association question, people found it 
difficult to describe the type of physician who would 
belong to this group. Those who did offer a description 
most often thought of the physicians as “specialists” 
and as “doctors for the upper class.” 

On the controlled association questions, the name 
“American Academy of Personal Physicians” ranked 
low on these points: 

Can handle all medical and surgical problems. 

Up to date on medical science. 

On the favorable side, it ranked second to the 
“Family Doctor” name on: 

Good bedside manner. 

Takes an individual interest in patients. 

In spite of these advantages, the severe shortcomings 
of the name—i.e., suggestion of specialization and limi- 
tation to wealthy patients—would appear to rule it out 
of consideration. 
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The American Academy of Family Medical Care 


For obvious reasons, respondents frequently associ- 
ated this name with doctors who ¢reat the entire famil). 
However, they also made two unexpected associations 
almost never made to the other names: 

‘Doctors who are connected with group medical or 

health insurance plans.” 

**Doctors who do social work.” 

In addition to having these inappropriate connota- 
tions, this name did not show any particular strength 
on the controlled association questions. 


The American Academy of General Medicine 


This name has definite assets : 

1. It ranks high among the six as an organization 
that people think their family doctor would belong to. 

2. It successfully conveys the idea of a doctor who 
treats all conditions. This is apparent on the free asso- 
ciation questions and was also brought out in the 
Mirror of America interviews. 

3. To a few people, the name conveys the impres- 
sion of devotion to the profession—‘They are not in 
it just for the money.” Although only 7 per cent men- 
tioned this idea in the free association question, this is 
considerably more than had the same impression in 
connection with any of the other five names. 

4. It ranked far above the other five names on the 
score of its members being up to date on medical 
science. 

Liabilities of this name were discovered in its low 
rankings on these points on the controlled association 
questions: 

A good bedside manner. 

Take an individual interest in patients. 

Not so successful as some doctors. 

These unfavorable overtones indicate that the most 
serious handicap of the “American Academy of Gen- 
eral Medicine” name is that it is impersonal-sounding 
and fails to convey the idea of a warm, personal rela- 
tionship between the doctor and his patient. 


The American Academy of General Practice 


In order not to bias the responses of the general 
public, people were not informed that this is the actual 
name of the organization. 

This name has these principal advantages in terms 
of the public’s reaction to it: 

1. People think of it as an organization their own 
family doctor would belong to. 

2. More than any of the other five names, it con- 
notes the ability to handle all types of conditions. 
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On the negative side, “American Academy of Gen- 
eral Practice,” like ‘American Academy of General 
Medicine,” ranks low on taking an individual interest 
in the patient. 

Respondents indicated that “family doctor” con- 
veyed an impression of warmth, friendliness, confidence 


‘ and trust. The term “general practitioner,” while it 


did get across the idea of treating all conditions, was 
much more impersonal sounding. 

In addition, this name was associated with these un- 
favorable characteristics more often than any of the 
other five names: 

Not so successful as some doctors. 

Not so smart as most doctors. 

Another disadvantage of this name was that some 
people could not see any connection between the 
American Academy of General Practice and the field 
of medicine. Some respondents connected the name 
with groups outside the medical profession, such as 
Christian Science practitioners. 

The researchers concluded that this name lacks both 
meaning and emotional appeal for the public. 


The American Academy of Family Physicians 


The greatest strength of this name was the absence 
of unfavorable associations. It received the fewest votes 
of any of the six names on these negative characteristics : 

Not so successful as some doctors. 

Has not learned modern techniques. 

Not so smart as most doctors. 

On the favorable characterizations in the controlled 
association questions, this name tended to be interme- 
diate, neither particularly high nor particularly low. 

This name does not have the high degree of associa- 
tion with good bedside manner and individual interest in 
patients that the term “family doctor” has. Very im- 
portantly, it avoids the “behind-the-times” stereotype 
that a number of people have in connection with the 
term “family doctor.” 


Summing It Up 


The Opinion Research Corporation drew these final 
conclusions: “Everything considered, we feel that, of 
the six tested, the name with the greatest potential is 
‘American Academy of Family Physicians’. ” Its great 
virtue, according to ORC, is that it has practically no 
unfavorable connotations. Conceivably, the positive 
associations which “family doctor” now enjoys—good 
bedside manner, individual interest in patients, the 
doctor you go to first—can be transferred to “family 
physician.” 

The researchers also pointed out that “physician” 
has the additional advantage of carrying more prestige 
than the more ordinary “doctor.” Also, it is the top 
choice of those physicians who believe that a change 
in the present name would be beneficial to the or- 
ganization. 

‘American Academy of General Medicine” is, in the 
ORC’s judgment, the next most effective name. Its 
strong overtones of treating all conditions and being up 
to date on medical science are obvious plusses. Like the 
other names that describe what the physician treats 
rather than whom he treats, this name did not strongly 
convey the idea of a close personal relationship between 
the doctor and the patient. However, it received almost 
as many votes as “American Academy of Family Physi- 
cians” from doctors who would like to see the Academy 
name changed. 

The ‘American Academy of General Practice,” with 
the weight of tradition behind it, was the choice of a 
majority of members. ‘For this reason,” ORC stated, 
“it may be desirable to continue with this name and to 
concentrate on overcoming the handicaps from which 
it now suffers, in terms of its associations for the 
public.” 

**We believe, however, that the other two names offer 
a greater potential for building better public under- 
standing and appreciation of the Academy and its 
objectives.” 


Projected 
TB Statistics 


Tue National Tuberculosis Association estimates that of the 55 million people infected with 
the tubercle bacillus, more than 2.7 million will develop active tuberculosis if the disease con- 
tinues to spread at the present rate. Estimates are based on skin sensitivity tests. 


Dramatic advances have been made in the treatment of tuberculosis in recent years, but 
new problems must be overcome before tuberculosis can be eradicated. The three-part eradi- 
cation program consists of finding the case of tuberculosis, caring for the patient and increas- 
ing man’s resistance to the disease. 

BCG, the most widely used tuberculosis vaccine, cannot prevent active tuberculosis in 
people already infected. The NTA’s medical section, the American Trudeau Society, recom- 
mends that BCG be given to people who are not yet infected but who have been exposed to 
tuberculosis to an extraordinary degree. 
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Morbidity and Medical Practice 


This ts the first wf a series of articles dealing 

with various aspects of morbidity in the United States. 
The articles, prepared by the GP editorial staff, are based 
on material furnished by Taylor, Harkins and Lea, Inc., 
consultants in epidemiologic and medical marketing 
research to the pharmaceutic tndustry.——PUBLISHER 


CHakCOT SAID, IN 1857, ‘Disease is very old and noth- 
ing about it has changed. It is we who change as we 
learn to recognize what was formerly imperceptible.” 
In the modern era, it is probable that more of the 
world’s resources, financial and human, have been de- 
voted to medical and health research than to any other 
broad area of scientific, social or economic endeavor. 
Individual physicians, groups or “teams” of research- 
ers' in hospitals, educational and health centers, in- 
stitutions and government agencies, as well as ethical 
pharmaceutic companies, are all working in various 
areas of basic and applied research. 

Except for reportable diseases and certain special 
conditions, reliable up-to-date statistics on morbidity 
on a national scale have not been available. Researchers 
have had to rely largely on mortality tables, estimates 
or limited surveys to assess the relative importance of 
various diseases, injuries and other health problems 
that comprise the physician’s daily practice. 

However, mortality tables and the other limited data 
available cannot be translated into reliable morbidity 
statistics. A true picture of the nationwide patterns, 
nature, scope, intensity or frequency of illness, in- 
juries and other medical conditions, and of applied 
therapeutics, cannot be deduced from the data avail- 
able. To attempt to do so imposes limitations that 
could well delay important developments in medicine 
and allied fields. The costs of such delays, in terms of 
human life and suffering alone, would be impossible to 
estimate. 

The National Disease and Therapeutic Index 
(NDTI), a medical statistical research program, was 
established because of a long-recognized need for a 
continuous flow of reliable data on morbidity. A panel 
of physicians in private practice was set up. Originally 
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numbering 800, upon which the data presented here 
are based, this panel has now been increased to 1,000 
and represents a probability sample in all 48 states. It 
is so designed that physician representation, in proper 
proportion, is maintained in terms of type of practice, 
geographic region and urban or rural location. 


Resident physicians or interns, in hospitals through- . 


out the country, serve as liaison between the par- 
ticipating physicians and the NDTI headquarters. 
These coordinators personally supervise the program 
in their respective areas and maintain the proper sched- 
uling of reporting dates. The program was thorouglily 
examined by and enjoys the cooperation of many of 
the major national, state, county and local medical 
organizations, a number of medical schools and many 
individuals in the medical and allied fields. 


Scope of NDTI Research Program 
The NDTI research program is established as a full- 


time project which, through the years, will provide a 
continuous flow of reliable facts concerning the nature, 
scope and frequency of occurrence of nonfatal disease, 
injuries and other medical conditions. One of the 
major aims of the NDTI, of special interest to the 
practicing physician, is to observe whether illnesses 
follow certain patterns, seasonal or otherwise, which 
are reflected all across the country, or which perhaps 
differ in type or intensity for various sections. Another 
is to learn what types of treatments physicians are 
using most frequently in their everyday practice. 

Each participating physician reports all private 
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practice patient visits for a 48-hour period once each 
quarter. Each case record gives the patient’s age and 
sex, location of the visit, diagnosis, whether this is the 
first visit for the diagnosis, details of drug therapy, 
other therapy and diagnostic procedures employed. 
The term “‘patient-visit” is used because it more ac- 
curately reflects the actual work load of the physician 
than does “incidence” (number of individual patients). 
Provision is made for the reporting of more than one 
diagnosis or reason for visit per patient. Panel physi- 
cians use the terminology of the Standard Nomencla- 
ture of Diseases and Operations to ensure uniformity of 
response. 

Diseases are tabulated according to the Interna- 
tional Statistical Classification which provides for the 
grouping of similar diseases and causes of morbidity. 
An eighteenth category, Health Supervision, has been 
added: (Table 1). 

Reports from the physician panel are translated for 
mechanical tabulation according to a unique and com- 
prehensive set of codes and cross reference categories, 
used in conjunction with the International Statistical 
Classification, with provision for analyses of 888 coded 
conditions and 754 reasons for patient visits. A special 
Classification System for Desired Action, designed by 
Taylor, Harkins and Lea, Inc., reports the doctor’s 
concept of what he believes a drug will do and what 
pharmacologic effect he had in mind or desired for 
each specific application. Thus, the Desired Action 
record becomes a specific therapeutic index more 
closely related to the diagnosis, per se, than any ar- 
bitrary therapeutic classification. 

The recurring reports from the physician panel and 
the analyses resulting therefrom provide a continuous 
flow of reliable data on morbidity and basic facts on 
medical practice in the United States. 

Of the disease entities or reasons for patient visits 
which comprise a physician’s practice, the 25 leading 
ones shown in Table 2 account for 56.7 per cent of the 
total number of patient visits and fall into nine of the 
18 major categories listed in Table 1. The remaining 
43.3 per cent involve diagnoses or reasons for visit 
distributed over all 18 categories. 


Health Supervision 


The diagram (Chart 1) shows that category XVIII, 
Health Supervision, accounts for 21.2 per cent of 
all reasons for patient visits. In this category are in- 
cluded prenatal care, prophylactic inoculations and 
vaccinations, medical or special examinations and 
pre- and postoperative care. Prophylactic inoculation 
ranked first in the Relative Rank in First 25 Diagnoses 
or Reasons with 6.3 per cent of the total number of pa- 
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1 - Infectious and Parasitic Diseases 

tt - Neoplasms 

it - Allergic, Endocrine System, Metabolic and Nutritional Diseases 

WV + Diseases of the Blood and Blood-forming Organs 

V - Mental, Psychoneurotic and Personality Disorders 

Vi + Diseases of the Nervous System and Sense Organs 

Vil - Diseases of the Circulatory System 

vill - Diseases of the Respiratory System 

1X - Diseases of the Digestive System 

X - Diseases of the Genitourinary System 

xt - Deliveries and Complications of Pregnancy, Childbirth and 
the Puerperium 

Xi - Diseases of the Skin and Cellular Tissue 

xii - Diseases of the Bones and Organs of Movement 

xiv - Congenital Malformations 

XV. - Certain Diseases of Early Infancy 

xvi - Symptoms, Senility and [ll-defined Conditions 

XVu - Accidents, Poisoning and Violence 

XVil - Health Supervision 


_ RELATIVE RANK OF LEADING 25 DIAGNOSES 


AS REPORTED BY NDTI PHYSICIANS 


: Per Cent of 
Diagnosis Patient Visits 
Prophylactic inoculations and vaccinations................ 6.3 
Medical or special examination 2... 4.7 
Medical and surgical aftercare. . 2... 4.0 
Arteriosclerotic heart disease, incl. coronary disease........ 3.1 
Acute U.R.1. of multiple or unspecified sites... ............ 28 

» Essential benign hypertension w/out mention of heart ..... . 2.7 
Otitis media without mention of mastoiditis,.............. 1.9 

~ “Other and unspecified diseases of the heart.... .......... 1.2 
~ Delivery without 1.2 
Other and unspecified hypertensive heart diseases.......... 1,1 


» Gastroenteritis and colitis except ulcerative................ 
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Ay INTERNATIONAL STATISTICAL CLASSIFICATION 
Table I. 
% 
1.1 
“Anxiety reaction without mention of somatic symptoms..... 1.1 
Total Per Cent 56.7 
Table 2. 
a 


tient visits reported for the survey period. Prenatal 
care was second, 5.8 per cent. The number of patient 
contacts with the general practitioner in the field of 
pediatrics (infants to 10 years) comprised 39 per cent 
of his practice for the two-day survey period. A future 
article to appear in GP will provide statistics on diag- 
noses, patient age and such other data as may be es- 
pecially pertinent to the pediatric field. 


Circulatory System 


Diseases of the Circulatory System, category VII, 
the leading cause of death in this country, are reflected 
in practice as 6.7 per cent of all diagnoses; arterioscler- 
otic heart disease, including coronary disease, stands 
fifth in the Rank of First 25 Diagnoses. If we exclude 
the patient visits which fall within the Health Super- 
vision category (prophylactic inoculation, prenatal 
care, medical or special examinations and medical and 
surgical aftercare), then arteriosclerotic heart disease 
stands first in per cent of diagnoses and first in Rank 
of First 25 Diagnoses. 

Estimates of the population increase, 1958 to 1970, 
have been projected by the United States Census 
Bureau. If the proportions of each age group with 
circulatory diseases are held constant, an increase in 
current figures by population growth ratios, gives an 
idea of change by 1970 due to age and size. It is then 
found that the aging of our population and the higher 
prevalence of cardiovascular disease in the older 
group will tend to produce a 22 per cent increase in 
the incidence of cardiovascular disease by 1970. 

The chronic diseases of middle and later life still 
represent a challenge to medical science. The Statzs- 
tical Bulletin of The Metropolitan Life Insurance Com- 
pany reports that in 1956 the mortality from cardio- 
vascular-renal diseases at ages 1-74 was 212.9 per 
100,000 which was 50 per cent of all causes combined. 
Mortality from cancer and allied conditions was 84.6 
per 100,000. Thus, in 1955, 70 per cent of all deaths 
were attributed to these two categories alone. 

In July, 1957, NDTI issued its first medical report, 
Neoplasms as Seen by the Practicing Physician. It was 
based on 91,801 patient visits to physicians and diag- 
noses of neoplasms recorded in 2,536 cases (2.8 per 
cent). An editorial in the February, 1958 issue of GP 
referred to this study and included a diagram showing 
the distribution of neoplasms by broad types. 


Infectious Diseases 


It is noteworthy that none of the specific contagious 
diseases appears among the leading 25 reasons for 
Visits to physicians. This may be attributed to the wide- 
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spread adoption of prophylactic vaccinations, as cvi- 
denced by its number one position in Rank of First 25 
Diagnoses (Table 2), to effective public health meas- 
ures, efficacy of the antibiotics, as well as to other 
effective therapy. 

To the medical and associated professions and the 
public health agencies must go special credit for the 
reduction in mortality caused by infectious diseases. 
The Metropolitan Life Insurance Company reports 
that: 

1. Tuberculosis mortality, which in 1900 was re- 
ported as 194 per 100,000 persons and was still a lead- 
ing cause of death in 1911, had been reduced by no 
less than 97 per cent by 1955, and is about 8 per cent 
per 100,000 today. 

2. Among persons | to 74 years of age, the death 
rate from pneumonia in 1955 was 85 per cent below 
that in 1935. Mortality from influenza and pneu- 
monia decreased from 202 per 100,000 to little 
more than 35 per 100,000 in 1957. 

3. In 1911, death from diphtheria for age 1 to 74 
years was 25.6 per 100,000 persons and as high as 
78.6 among children 1 to 14 years. In 1955, the death 
rate for the principal communicable diseases—diph- 
theria, measles, scarlet fever and whooping cough— 
was 0.3 per 100,000; and 0.8 between the ages of 1 to 
14 years. 


Diseases of the Respiratory System 


Seven and two-tenths per cent (7.2 per cent) of all 
diagnoses or reasons for patient visits fall within cate- 
gory VIII, Respiratory Disease. This group does not 
include diseases such as tuberculosis, allergies or 
cancers of the respiratory tract. Respiratory illness 
(colds, influenza, bronchitis and pneumonia) appear 
very often in NDTI physician reports. Obviously, 
mortality data would result in a completely erroneous 
conclusion if used as a measure of morbidity and fre- 
quency of patient visits for these causes. 


Obstetrics 


In the field of obstetrics, all physicians in private 
practice evidently assume some responsibility for the 
management of pregnancy, in some instances because 
of emergencies or unusual circumstances. General 
practitioners cared for 52.2 per cent of all obstetric 
patients. They were responsible for 50.4 per cent of the 
uncomplicated and for 53.4 per cent of complicated 
deliveries. Obstetricians accomplished 23.1 per cent of 
the prenatal care and performed 24.4 per cent of the 
uncomplicated and 26 per cent of complicated de- 
liveries. 
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Allergic, Endocrine, Metabolic and Nutritional 
Diseases 


The disturbances which rank third (category III) in 
frequency rating, are allergic, endocrine, metabolic 
and nutritional diseases. These are diagnoses which 
reflect an entirely different picture from the incidence 
shown in mortality statistics. Standing tenth to seven- 
teenth in Relative Rank of First 25 Diagnoses, this cate- 
gory (nonendocrine obesity, asthma, diabetes mellitus, 
hay fever and unspecified anemia) represents 7.0 per 
cent of total diagnoses. 


Summary 


The National Disease and Therapeutic Index brings 
into realistic perspective the conditions, diseases and 
reasons that constitute the daily patient contact of the 
practicing physician. The data assembled from NDT! 
through Taylor, Harkins and Lea, Inc., specialists in 
medical epidemiologic and marketing research, repre- 
sent an ever-growing compilation of reliable statistical 
information on medical practice. 

An NDTI spokesman points out that “analyses of 
data concerning the patterns of illness, as observed by 
doctors, present a totally different perspective of the 
nation’s health problems from that obtained through 
analyses of causes of death.” 

The physician often formulates certain concepts of 
drug action based on many factors in his own experi- 
ence. For example, there are several types or classes of 


drugs that are “specifics,” or are generally accepted 
for circulatory system diseases concerning which pre- 
viously available surveys can provide only a limited 
amount of information. However, there are other drugs 
which are not “specifics,” nor are they generally well 
known for use in circulatory system diseases. How- 
ever, they provide a valuable type of therapy, if only as 
an adjunct. 

Finally, it is the consensus that the correct perspec- 
tive of medical practice resulting from the NDTI com- 
pilations can benefit everyone concerned with medicine 
—the practwing physician, to give the broadest aspect 
of current treatment at a national level; medical in- 
vestigators responsible for correlating basic and applied 
research to the areas of greatest physician-patient 
needs and setting sights in new directions, if so in- 
dicated; medical educators in assuring that under- 
graduate, graduate and postgraduate curricula reflect 
today’s medical practice, and health organizations, 
medical groups and governmental agencies—national, 
state and local—in planning programs and developing 
health and welfare activities oriented to the specific in- 
terests of their respective members. 

The next article in this series, Patient Loads, will deal 
with another aspect of morbidity. It will appear in the 
August issue of GP. It will survey the-age ranges of 
practicing physicians, particularly as this affects pa- 
tient loads. It will provide geographic data, informa- 
tion on urban, suburban and rural location of practice, 
seasonality and such other areas of interest as may be 
pertinent. 


New NFME Appeal 


AN ESTIMATED 25 new average-size medical schools will be needed by 1975 to supply the na- 
tion’s doctor requirements. The Association of American Medical Colleges has suggested that 


universities in large urban centers without medical schools consider starting them and that 
new two-year medical schools be established to increase the flow of students. 

Medical educators are concerned about meeting the nation’s need for doctors and with 
keeping up to date. John E. McKeen, Pfizer & Company president, has called upen the drug 
industry to help the nation’s 82 medical schools through their “greatest financial crisis.” 
McKeen, who is chairman of the drug and pharmaceutical division of the National Fund for 
Medical Education, says the schools need $10 million additional revenue to meet current 


obligations. 


**The medical sciences aré developing so rapidly that the schools are finding it increasingly 
difficult to fulfill all their responsibilities,” he said. “Every new drug, every new medical dis- 
covery, every advance in the life sciences means added teaching time and effort for medical 
educators and a new financial burden for the medical schools.” 

The National Fund for Medical Education was formed in 1949 under the leadership of 
President Dwight D. Eisenhower, then president of Columbia University; former President 
Herbert Hoover, honorary. chairman of the Fund’s Board of Trustees; and other educators, 
university presidents and business leaders. The Fund recently awarded grants of $3,066,450 
to the medical schools, bringing to $12,664,941 the total awarded since 1951. 
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Drugs: Their Nature, Action and Use. By Harry Beckman, M.D. 
Pp. 728. Price, $15.00. W. B. Saunders Co., Philadelphia, 1958. 


PHARMACOLOGY TEXTBOOKS may be divided into two groups: 
those designed purely as texts for undergraduate students 
and those sufficiently compendious to be useful reference 
Works as well as textbooks. The former are usually too 
sketchy to be of much service to the practicing physician, 
and the latter are so large and detailed that the average 
medical student finds it utterly impossible to read his as- 
fignments. Dr. Beckman’s latest offering is presented 
primarily as a medium-sized textbook for students, but 
physicians who recall the immense popularity of the 
author’s earlier volumes on therapeutics in general prac- 
fice will be encouraged to look to this one as an up-to-date 
guide to drug therapy. 

The first nine chapters are devoted to considerations of 
basic pharmacologic principles and factors influencing 
drug action. The remainder of the book (and by far the 
larger part) is devoted to the action of drugs on the various 
systems. The over-all organization is excellent, but the 
arrangement within the chapters dealing with drugs is more 
appropriate for physicians than for medical students. In 
these chapters the information concerning preparations of 
the drugs and their clinical effects precedes the material on 
the pharmacology of the drugs. 

The author’s style and flashes of wit will appeal to most 
readers, and his ability to concentrate on high points with- 
out bogging down in the minutiae increases the book’s 
readability. It can be predicted that the book will be useful 
for physicians who wish to review pharmacology as it re- 
lates to therapeutics, but it is not sufficiently inclusive to be 
a reference book. In spite of the fact that it is written from 
the same point ‘of view as its predecessors by the same 
author, some features of the earlier books have been 
omitted, and these omissions will detract from this book’s 
usefulness to practicing physicians. 

There is no doubt that there is great need for a better 
medium-sized textbook of pharmacology, but Dr. Beck- 
man’s peculiar (if not unique) talents lie in his ability to 
clarify the therapeutic implications of pharmacology. One 
Wishes that he had concentrated his efforts in this field— 
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Practitioner’s Bookshelf 


a field in which he has had unparalleled experience and 
success and one which is neglected by other writers. It is 
unlikely that the present book will gain wide acceptance 
in medical schools for the reasons stated above. It would be 
an excellent therapeutics text, but therapeutics is usually 
not taught by professors with strong orientation in phar- 
macology, and most pharmacology departments are not 
strongly oriented toward therapeutics. 
—Jesse D. RiIsING, M.D. 


Clinical and Immunologic Aspects of Fungous Diseases. By J. 

Walter Wilson, M.D. Pp. 280. Price, $6.75. Charles C Thomas, 
Springfield, 1957. 

Tuis MONOGRAPH by Dr. Wilson, included in the general 
practitioner’s library, adapts itself to binate use. As a 
reference book, each chapter is complete in itself; as a text, 
the title is exactly descriptive of its extent. Incidence of 
deep fuingous diseases is increasing. Areas of endemicity 
are enlarging. Chemotherapy and antibiotic therapy con- 
trolling bacterial and spirochetal infections not only 
eliminate competition, but in some cases promote growth 
of mycotic lesions. However, only in a person who pos- 
sesses a defect in his immunologic processes does one of 
the deep fungous diseases reach serious proportions. 
Though the clinician encounters only a minimal number of 
such cases, his understanding must meet his need of con- 
sidering them in any differential diagnosis in which the 
etiology is obscure. In addition, early recognition of those 
few cases of systemic fungous diseases he is sure to en- 
counter augments the efficacy of the therapeutic modality 
initiated. Indications are that infectious diseases, although 
more complex, parallel many features of deep mycoses. 
Thus, the simpler study of the latter may clarify these 
similar features in the former. 

The author advances numerous provocative theories 
throughout his study, theories challenging investigation. 
He emphasizes the need for detailed recording of any in- 
vestigations without omissions rendering them useless for 
statistical inclusion. In his attempt to furnish these guides 
to prognosis and therapy, he solicits critical evaluation so 
they may be proved, disproved or improved. Repetition is 
excused on the basis of the writer’s desire to make each 
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chapter suitable for individual use. Superior presentation of 

factual material and logically propounded theories es- 

tablish this monograph as a required reference in its field. 
. —§. S. Kerry, m.p. 


May's Manual of Diseases of the Eye, 22nd ed. Edited by Charles A. 
Perera, M.D. Pp. 518. Price, $6.00. The Williams ¢& Wilkins 
Co., Baltimore, 1957. 


May’s Manual of Diseases of the Eye is in its twenty- 
second edition, and remains as it has for the past 50 years, a 
valuable book on diseases of the eye for the general practi- 
tioner and student. 

The text is well illustrated, and the paper and printing 
are very good. The material is presented in a simple and 
logical manner. 

This is a useful and readable book and would be a good 
addition to the library of the general practitioner who does 
not have a previous edition. 

A. Corrapo, M.D. 


A Manual of Pharmacology and Its Applications to Therapeutics and 
Toxicology, 8th ed. By Torald Sollmann, M.D. Pp. 1,535. 
Price, $20.00. W. B. Saunders Co., Philadelphia, 1957. 


SOLLMANN’S BOOK is now a classic in pharmacology. In its 
eighth edition, it seems to be a reference work for the ad- 
vanced student, practitioner or investigator, rather than a 
textbook for the guidance of medical students. It contains 


extensive detailed documentary material, while some 
general areas of pharmacology—particularly the rapidly 
expanding field of chemical pharmacology, the study of 
the effects of chemical structure at the cellular level— 
would seem neglected by modern standards. 

While new substances are covered well, one finds dispro- 
portionate treatment of “time honored” subjects. For ex- 
ample, the text on castor oil is more extensive than that on 
aldosterone; the text on cascara sagrada is longer than that 
on serotonin. 

A lengthy and useful bibliography of papers published 
since 1940 is appended. Work published well into 1956 
appears in this list. The author states that it is not the 
purpose of the references to assign priority. It is thus a 
minor objection to note that pertinent papers are occa- 
sionally omitted. (Again, using serotonin as an example, 
the lengthy reviews of this subject by Erspamer [1953] and 
Page [1954] are not found among the references.) 

The above remarks should not be taken as serious com- 
plaints. In the light of the tremendous growth of materia 
medica, this new and physically attractive edition of Soll- 
mann is a remarkably complete and useful reference work. 

Every practicing physician should own a recent text in 
pharmacology. It supplies basic information that is not 
available through the publications or representatives of 
pharmaceutic companies. 

—Joun C. Rosg, M.p. 
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The Physician's Own Library. By Mary Louise Marshall. Pp. 87, 


Price, $3.00. Charles C Thomas, Springfield, Ill., 1957. 


THIS LITTLE VOLUME in the “American Lecture Series” is 
chiefly a guide to the development of a physician’s personal 
collection of books, journals and reprints. It is quite obvious 
that the author has keen insight into the problems that 
beset the physician who is trying to stay abreast of medical 
literature. 

It is safe to assume that every physician has some kind 
of library. A study of Miss Marshall’s book will enable him 
to improve that library. For the physician-to-be—the 
medical student—this monograph should prove invaluable. 

—Hucu H. Hussey, m.p. 


Chemistry of Erythrocytes. Clinical Aspects. By Hans Behrendt, 
M.D. Pp. 227. Price, $5.75. Charles C Thomas, Spring field, 
Til., 1957. 


Tuis BooK describes the chemical composition of the red 
cells and the function of the constituent compounds. The 
chemical differences between the erythrocytes and other 
cells are discussed, as well as the gradients between them 
and plasma. The variations of some of the contained ele- 
ments and compounds in disease states are described. The 
book is clearly written. The printing and paper make it easy 
to read. 

The information in this book is very basic and at present 


contributes little to the management of disease. It is an ex- 
cellent reference for research workers but cannot be recom- 
mended for clinicians or general practitioners. 

—Joun F. Mosuer, M.D. 


Surgical Gynecology. By J. P. Greenhill, M.D. Pp. 377. Price, 
$9.50. The Year Book Publishers, Inc., Chicago, 1957. 


THIS HANDBOOK on surgical gynecology is the second edi- 
tion of the fine work of J. P. Greenhill, M.D. The draw- 
ings are by Miss Angela Bartenback, and her accuracy and — 
clarity make it seem as though one is actually witnessing 
the surgical procedure. 

This book is a real handbook. The type is easy to read, 
the drawings perfect. It would be invaluable to anyone 
doing gynecologic surgery and an excellent source of in- 
formation for any physician. —Cuaries A. Preuss, M.D. 


Clinical Roentgenology. Vol. 4. The Digestive Tract; The Gallbladder, 
Liver and Pancreas; The Excretory Tract. By Alfred A. DeLorimier, 
M.D., Henry G. Hoehring, M.D. and John R. Hannan, M.D. 
Pp. 676. Price, $24.50. Charles C Thomas, Springfield, Ill., 
1956. 


Tuts ts the final book of a work consisting of four volumes. The 
roentgenologic approach to the studies of the organs and sys- 
tems enumerated in the title is considered. In addition, a 


description is included of special roentgen studies as they per- 
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GP Volume XVIII, Number ! 


4 
q 
| 
N 
= 
fs 


r] 


UNPRECEDENTED CORTICOID THERAPY 


in asthma, arthritis-rheumatism, 
dermatoses 


Ataraxoid 


prednisolone-hydroxyzine 


MULTI-BENEFICIAL ACTIONS: 
ANTI-INFLAMMATORY, ANTI-RHEUMATIC — 
providing high potency corticoid ef- 
ficiency of prednisolone 


TENSION RELIEF — includes the re- 
markably safe and dependable action 
of hydroxyzine.'! Eliminates fre- 
quent anxiety-induced exacerbations 
to complement corticoid control.2 


MUSCLE RELAXATION —hydroxyzine 
also directly relaxes involuntary 
muscle spasm? for added relief of 
tension-induced aggravation. Per- 
mits at times lower corticoid dos- 
ages.2 
ANTISECRETORY—hydroxyzine also 
suppresses excessive gastric acid 
secretion’ (other tranquilizers actu- 
ally increase acid secretion). To- 
gether with lower corticoid dosage, 
g.i. side effects and other corticoid 
complications are strikingly mini- 
mized. 
CONFIRMED by effectiveness in 95% of 
1717 cases® (over half inadequately 
controlled by previous therapies) 
and an 11% incidence of side effects 
(mostly mild and/or transient). Also 
provides lower cost maintenance 
therapy. 

50— scored green tablets, 5.0 
mg. prednisolone (STERANE®) and 10 mg. 


hydroxyzine hydrochloride (ATARAX®), 
bottles of 30 and 100. 


Z§— scored blue tablets, 2.5 
mg. prednisolone and.10 mg. hydoxyzine 
hydrochloride, bottles of 30 and 100. 


Mtaraxold 7.0 — scored orchid tablets, 1.0 
mg. prednisolone and 10 mg. hydroxyzine 
hydrochloride, bottles of 100. 


1. Shalowitz, M.: Geriatrics 11:312, 1956. 2. 
Warter, P. J.: Jz M. Soc. New Jersey 54:7, 1957. 
3. Hutcheon, D, E., et al.: Paper presented at 
Am. Soc. Pharmacol. & Exper. Therap., Nov. 
8-10, 1956, French Lick, Ind. 4. Strub, I. H.: To 
be published. 5. Individual Case Reports to 
Medical Dept., Pfizer Laboratories. 


Cfizer) LABORATORIES 
Division, Chas. Pfizer & Co., Inc, 


Brooklyn 6, New York 
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tain to gynecology, obstetrics and the male genital tract. 

The format consists of an introduction of generalities regard- 
ing an organ or system. This introduction is followed by a 
description of the individual lesions or syndromes. A definite 
pattern of discussion is attempted consisting of general con- 
siderations, roentgen manifestations, clinical corroboration, lab- 
oratory corroboration, differential considerations, and references. 

The descriptive material is concise, adapting the book for 
quick reference and rapid study. The brevity of the discussions, 
although admirable in itself, leads to oversimplification. Little 
is said about the problems of differential diagnosis. 

References following each discussion are in readily available 
publications and sufficient in number to allow further study. 

The illustrations, unusually well chosen and well reproduced, 
are in the same tone as the original x-rays. They are grouped 
with the descriptive material. There are reproductions of most 
of the disease processes discussed; however, if all the entities 
had been illustrated, the book would be enhanced in value. 

Disease processes are discussed under the most common 
name of the entity. An interesting feature is the list of synonyms 
immediately following the major heading. Most of the synonyms 
are listed in the index, a particularly helpful feature when one is 
confronted with an infrequently used name. The index is a part 
of this book ; unlike so many multivolume works, this allows the 
book to be used by itself. 

The volume is well bound. The printing is excellent. The 
material is easy to read on pages of double-column print. 

The book appears to have been written primarily for the diag- 
nostic roentgenologist. To one interested in gastroenterology or 
urology it can be recommended without reservations. The 
conciseness of the descriptions and the superb reproductions 
should make this work commendable to the physician in general 
practice who is particularly interested in these fields. 

—Warren W. Furey, M.D. and Joun H. Unricn, 


Cold Injury. Transactions of the Fourth Conference, November 7, 8 
and 9, 1955. Edited by M. Irene Ferrer. Pp. 371. Price, $4.50. 
Josiah Macy, Jr. Foundation, New York, 1957. 


Tuis BooK is well written and contains a tremendous 
volume of statistics. However, in my opinion, it is not a 
valuable book for all physicians. To doctors located where 
cold injury is rarely seen, the book would serve no practical 
purpose. To doctors practicing in cold regions, it would be 
of value. —M. C. WIGINTON, M.D. 


Sports Injuries. Their Prevention and Treatment. By Donald G. 
Featherstone. Pp. 195. Price, $7.50. The Williams & Wilkins 
Co., Baltimore, 1957. 


Tuis 1s an excellent handbook for athletic trainers and 
physiotherapists. Detailed information is given for first aid 
handling of major and minor injuries and for the protracted 
exercises and use treatment of bruises, sprains, hematoma, 
etc. Hydrotherapy and weight-use are given considerable 
prominence. There is also much discussion on mild injuries 
to the ankle and their subsequent care. 

The book gives an excellent resumé of the acceptable 
methods used today in the British Isles. 

The text is clear, definite and full. Coaches and athletic 
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sleepers 


® Although advanced age itself is not detrimental 
to sleeping well, elderly people who live alone, 
including both widows and widowers, sleep less well 
than those who are married. Sleep during the day 
does not cut into nightly rest in this group. 

* * * 
® Sleep paralysis may occur more often than realized. 


It happens just before and after sleeping, lasts from 
a few seconds to a few minutes—may be 


accompanied by the inability to speak or hallucinations. 


It is not necessarily accompanied by narcolepsy or 
catalepsy. Depending upon the case, psychological, 
physiological or no treatment may be given. 

* * * 


“Come, sleep, O sleep, the certain knot of peace, 

The baiting place of wit, the balm of woe 

The poor man’s wealth, the prisoner’s release, 

Th’ indifferent judge between the high and low. . . .” 
—Sir Philip Sidney 


You can trust LorusaTe®—new intermediate- 

acting barbiturate—to bring sleep quickly 

and dependably. It. puts patients to sleep in fifteen to 
thirty minutes—sleep that lasts a natural sleep 

span of six to eight hours. Former insomniacs awake 
refreshed—without lethargy. LorusaTr’s new 

form, slender purple Caplets,® is not easy for patients 
to recognize, will appeal to those who resist 

“sleeping pills,” particularly geriatric patients. And 
add a prescription for Lotusate to the next 
International Certificates of Vaccination that you 
make up for a traveler-patient. 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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supervisors will find it valuable, and gymnasiums should 
have a copy available. —Fount RicHarDson, M.D. 


A Synopsis of Otorhinolaryngology. By John F. Simpson, F.R.C.S., 
Ian G. Robin, F.R.C.S. and Chalmers Ballantyne, F.R.C.S. 
Pp. 442. Price, $8.50. The Williams ¢ Wilkins Co., Baltimore, 
1957. 


For any physician desiring a source of quick reference on 
otorhinolaryngology, this synopsis should be quite satis- 
factory. It is absolutely up to date, and even discusses 
rather intelligently the newer type of middle ear surgery 
(tympanoplasty) which has as its aim the functional recon- 
struction of the middle ear in cases of chronic otitis media. 

In addition, a considerable portion of the book is devoted 
to applied anatomy and physiology of the nervous system 
as related to otolaryngology. This section reflects especially 
well the British meticulousness for neuroanatomy. 

The only drawback is the occasional necessity for trans- 
posing continental medical terms to commonly used 
American terms. This is not a serious hurdle, however. 

—Wiuston P. BunTING, M.D. 


Fads and Fallacies in the Name of Science. By Martin Gardner. 
Pp. 363. Price, $1.50. Dover Publications, Inc., New York, 1957. 


Tuts Is a fascinating revelation of various branches of “‘off- 
trail science’’—a spectrum that ranges from obviously 
crackpot ideas to the reputable but unorthodox views of 
Dr. Joseph Rhine, champion of parapsychology. 

As author Martin Gardner states, not many books have 
been written about modern pseudoscientists and their 
views. Science reporting in the daily press is more reliable 
than ever before in history. However, certain magazines 
and publishing houses have been serving as channels for 
confusing the public with pseudoscientific humbug on fly- 
ing saucers, reincarnation, health fads and numerous ec- 
centric theories. Fads and Fallacies (first published in 1952) 
serves an important purpose in counterbalancing this type 
of coverage. 

This book gives valuable insight into the realm of the 
self-styled scientist. It is more than a collection of vivid 
anecdotes. It also presents a study of scientific, sociologic, 
psychologic and philosophic implications of pseudoscience. 

The reader is sometimes amused—often amazed—and 
other times alarmed as he becomes acquainted with the 
grotesque extremes to which deluded scientists can be 
misled and can mislead other people. 

The public, always hungry for the sensational, wastes an 
astounding amount of time and intellectual energy on these 
lost causes. Disciples of these views are often intelligent, 
and sometimes prominent, people who are not well informed 
on the subject in question. 

This book gives us a close look at the curious theories of 
astronomy, physics and geology, the biologic sciences, 
anthropology and archeology. Four chapters are devoted 
to medical quasi-science, followed by a discussion of sexual 
theories, psychiatric cults and methods of reading char- 
acter. It includes a serious appraisal of parapsychology. A 
new chapter covers the Bridey Murphy mania. 
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I recommend this book to everyone. The public should 
be on guard against the pseudoscientist. Scientists, authors 
and publishers have a social responsibility in suppressing 
quacks and deluded scientists. Gardner helps point the 
way. He explains that most cranks have a number of com- 
mon characteristics. They work in almost total isolation 
from their colleagues. A second characteristic is a tendency 
to paranoia which is exhibited in the following ways: 

1. They consider themselves geniuses. 

2. They regard their colleagues as ignorant. 

3. They believe themselves unjustly persecuted and 
discriminated against. 

4. They have strange compulsions to focus their attacks 
on the greatest scientists and the best established theories. 

5. They often have a tendency to write in a complex 
jargon. 

In conclusion, Gardner makes this recommendation: 
“By all means let the Don Quixotes of science be heard. 
But let them be heard in a manner befitting their position 
on the spectrum of unorthodoxy and let that position be 
determined by those who alone are qualified to do so.” 

—Lo1s LaMME 


liver-Brain Relationships. By Jan A. Brown, M.D. Pp. 198. Price, 
$6.50. Charles C Thomas, Springfield, Ill., 1957. 


As INDICATED in the preface, material of the monograph was 
originally presented as a thesis to the University of Min- 
nesota in 1953, and has as its backbone for discussion a 
group of 82 patients with liver disease. Of these, 42 died of 
hepatic coma, while the remaining 40 did not progress to 
coma. Immediately one difficulty emerges, which the author 
himself voices in the preface. Observations on patients with 
liver disease, made four years prior to publication of the 
monograph, can hardly represent just what he would 
choose today in light of current and popular concepts. 
However, we doubt this to be a real weakness since a true 
effort is made to hold to fundamentals in emphasis and 
conclusions. 

The subject matter is presented in ten chapters ar- 
ranged as follows: History; The Liver; Case Material; 
Clinical Studies; Pathological Aspects; Possibilities; 
Speculations and Conclusions. Sections on clinical studies 
have been subdivided into five parts. 

The style is lucid and rapid. Illustrations are few but 
adequate. Chapter I, dealing with history of liver-brain 
relationships, is pleasing and very complete. Chapter II 
will be criticized by many students of the liver because of its 
sketchy, fragmentary treatment. Again, the author must 
have anticipated this, but it might better have been omitted. 

A quite extensive bibliography supports this monograph 
but the critic will note many omissions of what seem to be 
important observations and studies of the past five years. 
Wilson’s disease is documented in a thoroughly adequate 
fashion, but hepatic coma and its many associated bio- 
chemical abnormalities are not so fortified. 

There is a real need for such a monograph as Liver-Brain 
Relationships, and the thoughtful reader will surely be 
stimulated to further study. | —Manion Dep, m.p. 
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sleep 


Lotusate’ 


Former insomniacs awake refreshed, without lethargy, 
after sleep from Lotusate, new intermediate-acting 
barbiturate. This somnifacient acts in fifteen to thirty 
minutes—sleep lasts from six to eight hours. 


Lotusate looks different—comes in slender 
purple Caplets®—120 mg. (2 grains). 
Adult somnifacient dosage: 1 purple Caplet 

15 to 30 minutes before retiring. 


New somnifacient brings sleep— 
without lethargy 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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Program Announced for State Officers’ ‘Pow Wow” in Kansas City 


September 20-21 Weekend Reserved 
For Conference With Indian Theme 


Five KEY SUBJECT AREAS— hospitals, postgraduate edu- 
cation, conventions, publications and membership— 
will be covered in the September 20-21 ‘Pow Wow” of 
State officers who will gather in Kansas City this fall for 
the Annual State Officers’ Conference. 

The completed program is announced by the State 
Officers’ Conference Committee, headed by Dr. Ber- 
nard Harpole, Portland, Ore. Initial announcement of 
the conference’s Indian theme was made by Dr. Har- 
pole during the Academy’s Anniversary Assembly last 
March in Dallas. Dressed in full Indian regalia, Dr. 
Harpole whooped it up at the final session of the Con- 
gress of Delegates. 

In keeping with the theme, the Indian “How” will 
be adapted to “How To” in the titles of each presenta- 
tion. The moderators are expected to wear headdresses ; 
a4 tomahawk will replace the usual gavel. 

The committee which includes Dr. Carroll Witten, 
Louisville, Ky. and Dr. Paul S, Read, Omaha, Neb., 
with Mr. William Rogers, executive secretary of the 
California chapter, serving as advisor says that the 
program has been planned to promote the SOC’s pur- 
pose of serving as (1) a clearing house for information 
from national headquarters to state chapters, from 
State to state, and from state to national; and (2) to 
Orient state officers. The SOC has no legislative func- 
ion. 

Academy President Holland T. Jackson of Ft. Worth, 
Tex. will give the official welcome at the 9:30 a.m. 
Opening of the conference on Saturday, September 20, 
in Kansas City’s Hotel Muehlebach. 

The following program will then get under way: 
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9:45 a.m. Hospilal Relations 
Moderator: Dr. BERNARD HarPoLe 
(Two-hour session—15 minutes ms paper—fol- 
lowed by one-hour discussion) 
1. How to maintain a voice for mail practice in 
the hospital staff 
Dr. Joun Watsn, Sacramento, Calif. 
. How to define and control staff privileges 
Dr. Joun Linpsay, Nashville, Tenn. 
. How to conduct a hospital audit 
Dr. RicHarp CHAMBERLAIN, Maplewood, N.J. 
. How to participate in your hospital teaching 
progrdm 
Dr. Jesse Risinc, Kansas City, Kan. 


The Big “HOW” in Big D—The news that this fall’s State Officers’ 
Conference would have an Indian theme was broken by Dr. Ber- 
nard Harpole (in Indian dress) at a session of the Congress of Dele- 
gates in Dallas. Speaker James Murphy, himself in cowboy attire, 
greeted Chief Harpole. 
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Sept. 19 


SECOND ANNUAL SYMPOSIUM 
ON 


INFECTIOUS 


Staphylococcal Infections: 


Steroids in Infectious Diseases: 
New Respiratory Vaccines: 


Acute Glomerulonephritis: 


R. C. ELEY, M.D., Harvard University 


DISEASES* 


Rost. WISE, M.D., Jefferson Medical School 
‘Wo. KirBy, M.D., University of Washington 
H. F. DOWLING, M.D., University of Illinois 


THOS. WARD, M.D., Notre Dame University 


TuHos, HAIGHT, M.D., University of Oklaboma 


Sept. 20-21 


STATE OFFICERS’ CONFERENCE 
“COUNCIL OF THE CHIEFS” 


Panel discussions on 
Hospital Relations 
Postgraduate Education 
Convention Management 
State Chapter Publications 
Membership Techniques 


Hear and participate in these vitally 
important discussions at the national level. 


AAGP’s National Headquarters 


*Sponsored jointly by the American Academy of General Practice, Kansas University Medical Center 
and Lederle Laboratories. 


PLUS THESE INTERESTING EXTRAS 


* Cocktail Receptions 
* Big uet with Important Medi- 
Speaker 

* Special Entertainment for the Ladies 

* Tours of National Headquarters 
Building 

* Baseball—K.C. Athletics vs Chicago 
White Sox 

MAKE YOUR PLANS NOW- {93° 


Use This Form for the Best Hotel Reservations 


(AH reservations will be in Hotel Mueblebach 
unless otherwise requested) 


HOTEL RATE SCHEDULE 


SINGLE (1 Persom) .............:.. $ 8.00 to $20.00 
DOUBLE (2 Persons) ............ $12.00 to $18.00 
$13.00 to $28.00 
SurTEs (2 Room) ...............- $25.00 to $60.00 
Suires (3 & 4 Rooms) ........ $40.00 to $75.00 
PARLOR-BEDROOM ..................$12.00 to $28.00 
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THE AMERICAN ACADEMY OF GENERAL PRACTICE 
Volker Boulevard at Brookside, Kansas City 12, Missouri 


1 will attend Symposium on September 19 [_] 
| will attend Conference, September 20, 21 [_] 
My wife will ([] will not [([] accompany me. 


Please reserve Banquet tickets, September 20, at $6.00 each. 
Please make reservations for Nelson Gallery Tour and Tea (Sept. 20) at 
$2.00 each. 


Please reserve (type of (number 


AM AM 
Arrival date PM Departure date __PM 
Name (Print) 
Address_ City. State 
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12 noon— Luncheon 


1:30 p.m. Postgraduate Education 
Moderator: Dr. HaRPoLe 
(14-hour session—15 minutes per paper—30- 
minute discussion) 
1. How to help your members meet postgraduate 
requirements 
Dr. Rosert Verpon, Cliffside Park, N.J. 
2. How to improve Category I postgraduate courses 
Dr. Mary JoHNsTON, Tazewell, Va. 
3. How to maintain records of postgraduate credits 
Dr. Raraet SANCHEZ, New Orleans, La. 
4. How to develop general practice residencies 
Dr. Warp Dartey, Executive Director, 
Association of American Medical Colleges 
3:30 p.m. Convention Management 
Moderator: Mr. Rocers 
(14-hour session—10 minutes per paper—40- 
minute discussion) 
1. How to promote attendance 
Dr. Samuet Gartan, New York, N.Y. 
2. How to sell exhibitors 
Dr. Francis P. Ruoapes, Detroit, Mich. 
3. How to get better speakers and keep them happy 
ANNA Payne, ExecuTIveE SECRETARY, 
Oregon Academy of General Practice 
4. How to entertain the ladies 
Mrs. BernarpD Portland, Ore. 
5. How to get publicity 
Mr. Rocers 


Sunpay, SEPTEMBER 21 


10:00 a.m. State Chapter Publications 
Moderator: Dr. WITTEN 
(14%-hour session—20 minutes per paper—30- 
minute discussion) 
1. How to define the philosophy and purposes of your 
chapter publication 
Dr. S. W. Parks, Fairmont, W. Va. 


2. How to control editorial license 
Dr. Cuartes Bryant, Louisville, Ky. 
3. How to finance your chapter publication 
Dr. Notan L. ArmstronG, Oklahoma City, 
Okla. 


12 noon— Luncheon 


1:30 p.m. Membership Techniques 
Moderator: Dr. Paut Reap 
(Two-hour session—15 minutes per paper—one- 
hour discussion) 
1. How to take “just” out of “P’'m just a general 
practitioner.” 
Dr. Paut C. Marston, Kezar Falls, Me. 
2. How to maintain good relations with state and 
county medical associations 
Dr. Horace Esusacnu, Drexel Hill, Pa. 
3. How to appeal to prospective members 
Dr. James K. Pickens, Clarksburg, W. Va. 
4. How to select among candidates for membership 
Dr. Ausert E. Rirt, St. Paul, Minn. 
3:30 p.m. ADJOURN 


On both Saturday and Sunday, the delegates to the 
conference will be guests at a complimentary luncheon 
at the Muehlebach. 

During these two days a special program of ladies’ 
entertainment will be provided for the wives. Details 
of the various activities will be announced next month. 

Another social event will be the Saturday evening 
banquet, following the first day of the conference. 
Tickets will be sold for this event and both the doctors 
and their wives will be invited. 

On Friday, September 19, the Second Annual Sym- 
posium on Infectious Diseases will be held on the 
campus of University of Kansas Medical Center. The 
sponsors are the Academy, University of Kansas Medi- 
cal School and Lederle Laboratories. A preview of the 
presentations will be presented in the next issue. See 
hotel reservation form on opposite page. 


Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


Waar prosasty is the most scathing denunciation of a 
privately run medical institution ever published by a 
federal agency has come out of a group of congress- 
men. 
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An official report by the House Committee on Gov- 
ernment Operations lodges serious charges against 
Morningside Hospital in Portland, Ore. For more than 
a half-century, it has had a contract with the U.S. 
government to provide care of mentally ill residents of 
Alaska. The Sanitarium Company, with Wayne W. 
Coe as president, is owner and operator. 

An intensive investigation of the corporation’s 
financing, administration and care of patients was 
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a DOCTOR'S DOZEN... 


in Time-Saving Office Procedure 


THESE BASIC 
| enable you to treat 
MORE patients MORE thoroughly 
with LESS effort in LESS time 


Ritter 


UNIVERSAL 


Your examination and treatment procedures can be more 
efficient, more productive with a Ritter Universal Table RITTER COMPANY, IN 
in your office. Effortless, light-touch control and easy ad- 3643 Ritter Park, ha 3, N.Y. 
justment to any of 12 basic positions provide greater flex- ound, yaur coler- 
ibility and usefulness than any other table on the market. 

ful 8-page brochure describing the Ritter 

Send coupon today for our colorful 8-page brochure Universal Table. 

giving detailed information on the outstanding features of 
the Ritter Universal Table. re Name 
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conducted by the Public Works and Resources Sub- 
committee of the Committee on Government Opera- 
tions. Subcommittee chairman is Rep. Robert E. 
Jones (D-Ala.). 

Following are some of its findings and conclusions: 

“Patients received inadequate care and, in some 
cases, outright mistreatment and abuse.” 

“Mr. Wayne Coe . . . has been motivated in his 
operations primarily by a desire for the highest pos- 
sible profits rather than by a desire to provide ade- 
quate care for the patients entrusted to the company.” 

The committee believes that it is tragic that needed 
reforms were not begun until they were literally forced 
upon the management by repeated outside surveys 
and by the spotlight which congressional committees 
have focused on the hospital’s inadequacies.” 

*—Insulin-coma therapy . . . was used dangerously 
at Morningside Hospital during the period from 1949 
to 1955 when the hospital was grossly understaffed 
and without sufficient professional personnel for such 
hazardous therapy.” 

The investigating subcommittee recommended, 
among other things, that Internal Revenue Service 
examine the hospital’s and its president’s tax returns; 
that the state of Oregon determine whether the in- 
stitution has violated labor laws in its treatment of 
employees, and that pending construction of standard 
mental health facilities in Alaska, the territory should 
take steps to provide temporary facilities—preferably 
on native soil—for its mentally ill. 


Medical Cost Peak 


Consumer costs of medical and hospital care con- 
tinue to rise, according to recent figures collected in 
representative large cities by Bureau of Labor Statistics. 

In April the index was 142.7. This means that the 
average urban prices of health services were 42.7 per 
cent higher than they were in the period between 
1947-49 (base period). They were almost 100 per cent 
greater than the average for 1939, just before outbreak 
of World War II. 

Every three months the Bureau of Labor Statistics 
publishes an item-by-item index listing of services and 
commodities which go into ‘‘Medical Care.” Latest one 
available is for the January-March quarter of this year. 
It discloses that every one of the components reached 
a new high with two exceptions: Tonsillectomy and 
multiple vitamin concentrate. For the former, the Jan- 
uary-March index was 127.3, compared with 127.8 in 
previous quarter, and for the other the figure dropped 
from 101.3 to 101.0. 

Only item whose index has passed the 200-mark is 
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**Men’s Pay Ward,” which comes under heading of 
**Hospital Rates.” It stands at 214.5. Not far behind is 
*‘Semiprivate Room,” at 191.8. 

Other indices include: ‘Physicians Fees,” 136.0; 
‘Surgeons Fees,” 122.3; ‘‘Prescriptions and Drugs,” 
120.2; ‘Dentists Fees,” 130.2. 


25 Million Injured 


Injuries and accidents of all kinds incapacitated 
nearly 25 million persons in the second half of 1957, ac- 
cording to a large sampling survey conducted by Public 
Health Service and Census Bureau. The study was part 
of the continuing National Health Survey authorized 
by Congress. 

Home accidents accounted for 10,065,000 cases, or 
40 per cent of the total; work accidents, 4,173,000 
(16 per cent); motor vehicle accidents, 2,444,000 (10 
per cent). In the “all other” group were about 
8,267,000 injuries, comprising one-third the total. 

To be counted in this survey, an injury must have 
required medical attention or have been serious enough 
to limit the individual’s activities for one day or longer. 
During the July-December period, an average of 
1,175,000 persons were shelved daily because of in- 
juries, of whom 305,000 were hospitalized or confined 
to bed at home. 

Fifty-six per cent of the injured were males. About 
60 per cent were urban dwellers. 


Obstetrics Big Medicare Item 


More than one-third of the cases handled in govern- 
ment’s Medicare program are obstetric, according to 
figures collected by this system of furnishing civilian 
professional and hospital services to dependents of 
military personnel. 

Twenty-two per cent of the total are tonsillectomies. 
The next three most common procedures combined 
account for less than 4 per cent of the Medicare load. 
They are appendectomies, 1.5 per cent; hernior- 
raphies, 1.4 per cent, and hemorrhoidectomies, 0.7 per 
cent. 

Bills paid to private practitioners by the government 
for uncomplicated maternity cases (including pre- and 
post-natal care) range from $120 to $180, depending 
on geographic area. 

Tonsillectomies range from $42.50 to $75; appen- 
dectomies, $125 to $210; herniorraphies, $120 to $180, 
and hemorrhoidectomies, $75 to $150. 


Also see the AMA Washington Report, opposite page 196. 
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With modern therapy epileptics enjoy a freedom undreamed of even 


20 years ago. This has stemmed in part from a finer knowledge 


of the disease and more effective help from the antiepileptic 


drugs. Presented here are five distinguished anticonvulsants 


that will help you give your patients that most precious of all 


gifts: a normal life. Our literature on our anticonvulsants 


has been newly revised...won't you write for a copy? Obbott 


ANTICONVULSANTS BY ABBOTT 


PEGANONE® 
(Ethotoin, Abbott) 


Newest of Abbott's anti- 
convulsants ...a new hy- 
dantoin of exceptionally 
low toxicity for grand mal 
and psychomotor seizures. 


PHENURONE® 
(Phenacemide, Abbott) 


Used with discretion, will 
often prove successful 
where all other therapy 
fails in treating psycho- 
motor, grand mal, petit 
mal and mixed seizures. 


GEMONIL® 
(Metharbital, Abbott) 


An effective drug with low 
toxicity for treating grand 
mal, petit mal, myoclonic 
and mixed seizures symp- 
tomatic of organic brain 
damage. 


TRIDIONE® 
(Trimethadione, Abbott) 
PARADIONE® 
(Paramethadione, Abbott) 


Two eminently successful 
anticonvulsants for symp- 
tomatic control of petit 
mal, myoclonic and 
akinetic seizures... 
Tridione will often work 
where Paradione won't 
and vice versa. 
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AAGP Now a Sponsor of The Heart Bulletin, 
Professional Journal on Heart Disease 


BEGINNING with its current issue, The Heart Bulletin, 
a bi-monthly professional journal on heart disease, 
will have the American Academy of General Practice 
as one of its sponsors. 

Early this year the Academy’s Board of Directors 
accepted the proposal for the AAGP to cosponsor The 
Heart Bulletin with American Heart Association and 
National Heart Institute of U.S. Public Health Service. 

Dr. Daniel Rogers of Wenham, Mass., the new chair- 
man of GP’s publication Committee, is the Academy’s 
representative on American Heart Association’s Pub- 
lications Committee which serves in an advisory capaci- 
ty to The Heart Bulletin. Dr. William Lotterhos of 
Jackson, Miss. was chairman of GP’s Publication Com- 
mittee when this arrangement was made and served on 
the association’s Publications Committee until his term 
expired in May. 

The following announcement of the cosponsorship 
appears on the cover of the May-June issue (the next 
issue will be off the press late this month) of The 
Heart Bulletin: “Sponsored by the American Heart 
Association in cooperation with the National Heart 
Institute of the U.S. Public Health Service and the 
American Academy of General Practice.” 

Dr. Russell W. Cumley is executive editor of The 
Heart Bulletin which is directed primarily to family 
physicians. Under the sponsorship, he will be assisted 
by seven associate medical editors appointed by the 
Heart Association who will solicit articles from authori- 
tative sources in their respective fields of cardiovascular 
disease. 

These associate medical editors for the publication 


AAGP representation on American Heart Association's Publications 
Committee—Dr. William Lotterhos (left), immediate past chairman 
of GP’s Publication Committee, was the first appointee to the heart 
association’s Publications Committee. In May, Dr. Daniel Rogers 
(right), succeeded him as head of the GP committee and in the AHA 
ost. 
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are: Dr. Sidney Blumenthal, New York City, pediatrics ; 
Dr. Harriet Dustan, Cleveland, research; Dr. Edward 
D. Freis, Washington, D. C., hypertension: Dr. John 
W. Kirklin, Rochester, Minn., cardiovascular surgery: 
Dr. Arthur J. Merrill, Atlanta, peripheral circulation; 
Dr. Gerald H. Whipple, Boston, electrocardiography 
and Dr. James V. Warren, Durham, N.C., clinical 
cardiology. 

The bulletin has been issued as a public service since 
March, 1952 by the Medical Arts Publishing Founda- 
tion, Houston, Tex., a nonprofit organization affiliated 
with the University of Texas, which will continue to 
publish and distribute the journal. The Heart Bulletin 
is made available to many physicians on a state-wide 
basis through subscriptions purchased by affiliated 
heart associations, state medical societiés and state 
health departments. 


Committee Arbitrates Solution to Georgia's 
Medical College-Medical Society Problem 


A KNOTTY PROBLEM involving the Medical College of 
Georgia, the Richmond County Medical Society and 
the Medical Association of Georgia has been resolved 
through the good offices of a special committee ap- 
pointed by the board of trustees of American Medical 
Association, on invitation of the parties involved. 

The problem, which has numerous facets, grew dur- 
ing the time and shortly after the completion of the new 
medical school and hospital which is located in Rich- 
mond County, Ga. 

The chief source of friction has been that full-time 
members of the teaching staff were seeing private pa- 
tients and charging for their services. This money at first 
went to the university. The medical societies felt that 
this was the corporate practice of medicine. 

Later the funds from this source were put in a sepa- 
rate account and used for research purposes. Each 
doctor, on being employed, had to sign an agreement 
that he would turn over all monies that he received to 
this fund. 

The medical groups felt that members of the teach- 
ing staff were using the facilities of the university and 
their prestige to attract patients and that this consti- 
tuted unfair competition with doctors in private prac- 
tice. 

An outgrowth of these difficulties was that the medi- 
cal school faculty was not admitted to membership in 
the Richmond County Medical Society. 

The Academy’s immediate past president, Dr. 
Malcom Phelps of El Reno, Okla. and GP’s Medical 
Editor Hugh H. Hussey, also an AMA trustee, were 
among those appointed to the committee which went 
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fracture 
equipment 


No. 921 TRACTO-HALTER 


Applies gentle but effective force to 
occiput for cervical traction while 
avoiding temporo-mandibular pain. 
Contoured Sandwich design prevents 
uncomfortable pressure on chin and 
cheek. Patient converses normally. 


” No. 548 ZIMFOAM® FINGER SPLINT. 


Lightweight, x-ray penetrable. Many 
uses, such as for transverse fractures 
of phalanges, baseball splint, finger 
mi cot and finger protector. 
Made of malleable aluminum with 
cushion of foam rubber. Easily cut /~ 
with scissors and readily shaped. , 


No. 710 MYO-CERVICAL COLLAR 


White polyethylene plastic. Padded for com- 
fort. Made in four sizes—large, medium, 
small and small, extra long. Easily applied. 
When ordering, state circumference of neck 
and distance from chin to sternum. 


RIB BELTS 


Zimmer Rib Belts eliminate all adhesives and make 
comfortable dressings. For rib fractures, pleurisy and 
other conditions requiring chest binders. Made in 13 
sizes from 24” to 48”. 


No. 644 LADIES RIB BELT 
Has gathered sections on each side 
and cut-away front to make splint 
completely form fitting. Two buckle 
straps and shoulder straps adjustable 
for maximum support. 


No. 168 MEN’S RIB BELT 
er Two shoulder straps for support, three 
: buckle straps provide for snug adjust- 
ment to the body. Substantially made 
of soft webbing. 


hese and many other items are shown in the new 
catalog. Mail the coupon below for your free copy. 


ZIMMER MANUFACTURING COMPANY 
Warsaw, Indiana, U.S. A. 


MAIL THIS COUPON FOR YOUR 
ZIMMER CATALOG (@) 


Name 


Address 
City 


to Atlanta to look into the matter. The others were 
Dr. Leonard Larson, chairman of the executive comn- 
mittee; Dr. Ed Hamilton, chairman of the board; Dr. 
Julian Price, board member; Dr. Robert C. Bearson, 
dean of University of Alabama School of Medicine and 
Dr. Richard H. Young, dean of Northwestern Uni- 
versity Medical School. Mr. Ed Holman of the AMA 
acted as committee secretary. 

All factions were heard both privately and in a final 


Topics: (1) Policy of the Medical Colleg 
of Georgia Prior to 8/28/57 

Doctor employed or retained and Medical College 

paid by: 

Patient billed by: Chairman of Department, Medi- 
cal College, amount being set by 
individual doctor 

Patient pays: Medical College, Special Fund 


Ultimate disposition of fees deter- Medical College upon direction 


mined by: of Board of Regents 
Benefit of fees received by: Medical College 
Limitations on no. of private medi- Unknown 

cal pay patients: 

Liaison Committee(s): Unknown 

Publicity cleared by: Medical College alone 
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group session. These deliberations continued for sev- 
eral days. On the final day an agreement was signed by 
the school representatives and by those of the county 
and state medical societies. 

The signed agreement covered the establishment of 
a 15-member liaison committee which shall meet every 
six months, a rule governing admissions, disposition of 
professional fees and public relations. 

The agreement stipulates that it is not and shall not 


become the policy of the Medical College of Georgia 
and its hospital, the Eugene Talmadge Memorial 
Hospital, to enter into the competitive practice of 
medicine. Admission of patients of unusual teaching 
interest shall be favored. Any question or controversy 
arising will be referred to the Liaison Committee. 

The agreement further states that no patient may be 
accepted by the institution except by proper referral of 
his regular attending physician. Private patients ad- 


Policy of Medical College Pur- 


‘Bhat to Resolution of Board of 


(3) Unaccepted Plan Developed 
on 10/6/57 by Representatives of 


(4) Revised Resolution Proposed 
by RCMS and Adopted by MAG 


(5) Final Agreement After Medi- 
ation 


igents 8/28/57 MAG, RCMS and College on 4/30/57 
dical College Patient Patient Patient 
dividual doctor Individual doctor or partner- To be settled by attorneys for Individual doctor 


ship 


MAG, RCMS and Attorney- 
General 


dividual doctor who is obli- Individual doctor or partner- To be settled, etc. Individual doctor 
ted to pay fees over to Special ship 
esearcn Fund 
ommittee of the Faculty of the Individual doctor or partner- To be settled, etc. In hands of doctor—to research 
edical College ship or hospital or keep (Taxable) 
edical College Charitable organization, college To be settled, etc. Individual 
or otherwise chosen by partner- 
ship 
ily referred patients who can- Up to 20% of the monthly bed Only medically indigent pa- Same as (4) 
ot obtain comparable services census of the hospital over tients except pay patients in 
h home community and who _ that figure only in emergencies, dire emergencies and’ unusual 
of teaching interest etc. circumstances, patients of un- 
usual teaching interest pre- 
ferred 
Jnknown 15 as follows: 2 elected from 5 from RCMS; 2 from council Same as (3) 
each of 10 districts in State, of MAG; President of Med. 
Med. Coll. choosing 1 of 2 in Coll; Director Talmadge Hos- 
each case; 2 from RCMS; 2 pital 
from Med. Coll. 1 not resident 
in Richmond Co. chosen by 
Council of MAG last 5 to act as 
Exc. Com. 
edical College alone Medical College, to be consist- Public Relations Committee of 


AMA Judicial Council ruled 
here On application by six facul- 
y members. HELD: Local 

medies had not been exhaust- 
d ° would not take jurisdic- 


ent with AMA standards 
(After this a mediation commit- 
tee was appointed by AMA.) 


RCMS 


Controlled by Liaison Commit- 
tee 
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anginaphobia: must he live in fear? 
For the angina patient, fear of attack often restricts even 


normal activity. With Peritrate, you can restore confidence and help 
the patient live more fully—within the limits of his disability. 


WARNER-CHILCOTT 


mg. 
‘ 


mitted under the category of emergencies without re- 
ferral by a doctor should be discharged or transferred 
from Eugene Talmadge Memorial Hospital when and 
if their condition permits. 

The fees received by faculty members for professional 
services to patients may be paid into a special research 
fund which shall be used exclusively to defray the cost 
of medical research projects. However, according to the 
agreement, there shall be no contractual obligation be- 
tween the Medical College of Georgia and its faculty 
members to pay such professional fees into the Special 
Research Fund. 

See the chronologic chart on pages 172 and 173 cov- 
ering recent aspects of the dispute, dating from August, 
1957 through the agreement which was reached in 
April, 1958. 


APA Survey Shows Some Postgraduate 
Psychiatric Training Gains Are Being Made 


SURVEY RESULTS released this spring show that as far as 
interest in postgraduate psychiatric training is con- 
cerned there is perhaps as much, and sometimes more 
interest in this subject, as in other medical subjects. 
This was the declaration of Dr. Charles E. Goshen, 
director of The General Practitioner Education Project 
of American Psychiatric Association, in his recent re- 
port on the survey. 

Last November 15 the project initiated a survey, 
sending out questionnaires to the various county medi- 
cal societies. By January 1, there were 244 returns and 
from these Dr. Goshen arrived at his concensus of the 
current status of postgraduate psychiatric training. 

“Where apathy exists, there tends to be a corres- 
ponding lack of interest in any kind of postgraduate 
medical training,” Dr. Goshen points out. He specifies 
that, “Those physicians who are most interested tend 
to be the ones who are active in the American Academy 
of General Practice.” 

The survey replies show that in comparison with 
other medical subjects, there tend to be fewer oppor- 
tunities for educational material in psychiatry, although 
there is a pronounced trend toward the development 
of new facilities. 

Dr. Goshen states in his report that about 60 per 
cent of the societies are located within 100 miles of a 
medical training center, which would be about the 
Maximum distance which could be conveniently 
traveled for the purpose of participating in a post- 
graduate course. 

He points out, however, that these figures are some- 
What misleading since those societies closest to the 
training centers are also those closer to the larger cities 
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and have a much larger 
membership than the more 
remotely located societies. 
He feels it would be reason- 
able to guess that 75 per 
cent of the physicians are 
located close enough to a 
medical center to partake of 
postgraduate training 
there. 

In regard to apathy en- 
countered, the consensus is 
that medical schools, in the 
past, have done relatively 
little toward rousing inter- 
est in the application of 
mental health principles to 
medical practice. Recently, however, there has been a 
growing trend in the direction of increasing the em- 
phasis on psychiatry in medical education. The result 
is that the more recent graduates tend to be the ones 
most interested in advancing their psychiatric educa- 
tion. 

The societies were asked to rate their relative in- 
terests in several different training techniques as ap- 
plied to psychiatric material. The following list shows 
how they appealed to the physicians: 

I. Most interest in: 

(1) Lectures or courses by visiting psychiatrists. 

(2) Discharge summaries on ex-patients from 
mental hospitals. 

(3) Psychiatric seminars for general practitioners 


Dr. Charles E. Goshen 


The director of APA’s Gen- 
eral Practitioner Education 
Project reports on current 
status of postgraduate psy- 
chiatric training. 


at AMA meetings. 

(4) Motion pictures on psychiatry for county 
meetings. 

(5) Printed material having a practical appli- 
cation. 


II. Less interest: 
(1) Greater coverage of psychiatry in state society 
meetings. 
(2) Information service, by mail, for psychiatric 
problems. 
(3) Tapes or records for county meetings. 
(4) Weekend courses with family in vacation 
settings. 
III. Least interest in: 
(1) Lectures or courses by local psychiatrists. 
(2) Closed circuit TV contact with nearest medi- 
cal school. 
(3) ‘Open house” yearly at local mental hospitals. 
(4) Weekend courses within 200 miles of county. 
Having found that the most popular method turned 
out to be the one employing visiting psychiatrists, the 
General Practice Project has set up a Speakers Bureau 
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I tablet q. 12 h. to prevent angina pectoris 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials} METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


Simplified dosage — just 1 tablet on 
arising, and 1 before the evening meal. 


Greater economy—costs less than q.i.d. 
therapy in long-term angina control. 


Supplied: METAMINE SUSTAINED, 10mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (4 gr.), 
bottles of 50 tablets. 


1 Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


Shes. Leeming Ger 155 E. 44th St., New York 17, N.Y. 
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for APA members, Dr. Goshen notes in his report. 
Individual psychiatrists have been solicited as to where 
and when they will likely be during holiday trips so 
they can be put in touch with local groups. 

In determining what causes some physicians to be 
reticent concerning psychiatry, the survey indicates 
that much of the contact which physicians have with 
psychiatry is with the institutional type, and this 
phase of psychiatry tends to be unpopular with prac- 
ticing physicians, and appears to them as very remote 
in its application to their practice. 

Dr. Goshen says it is also probably reasonable to 
conclude that a large part of the resistance which exists 
toward obtaining more psychiatric sophistication is 
based on personal emotional factors. 

The following are revealing samples of some of the 
remarks made on the returned questionnaires: 

“General practitioners practice good, basic common- 
sense psychiatry, and tend to steer away from the more 
academic type.” 

“The true value of early recognition of psychiatric 
problems is not realized.” 

“We need the same knowledge of psychiatry that we 
have of the other specialties—which cases the general 
practitioner can handle and which must be referred.” 

“The psychiatric material in GP is especially help- 
ful.” 

‘We need a closer participation in the actual train- 
ing methods.” 

“General practitioners want ‘practical’ material.” 


Mississippi University Adds Six More 
To General Practice Section Staff 


TWENTY-ONE GENERAL PRACTITIONERS, all Academy 
members, are now active in the University of Missis- 
sippi’s Section on General Practice Undergraduate 
Teaching Program. 

Six new appointments to the staff of the Department 
of Preventive Medicine which is a part of the school’s 
Section on General Practice have been announced by 
Dr. Louis F. Rittelmeyer, Jr., associate professor and 
director of the section. 

All of the six are Academy members and have been 
appointed clinical instructors. They are Drs. J. Roy 
Bane and Albert Gore of Jackson; Joe Bethany, Jr., 
Magnolia; Dr. John C. Longest, State College; Tom 
H. Mitchell, Vicksburg and A. T. Tatum, Petal. 

Dr. Longest is president of the Mississippi Academy 
of General Practice and Dr. Tatum is president-elect. 
Dr. Bethany, a Mead Johnson scholarship winner, 
recently completed his general practice residency at the 
University Hospital in Jackson. 
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Blasingame Says Decade of Advances Makes 
U.S. World Center of Medical Culture 


AT THE RATE of one new pharmaceutical product per 
day for the past ten years, new products are considered 
commonplace rather than “miracles” in this country, 
Dr. F. J. L. Blasingame, general manager of American 
Medical Association, told the 51st and final annual 
meeting of American Pharmaceutical Manufacturers’ 
Association convening in Boca Raton, Fla. 

“Perhaps the most important factor that has brought 
about such spectacular developments is the economic 
climate of freedom and competition,” he suggested. 

Dr. Blasingame told the APMA that the stepped-up 
tempo of the war on disease through advances in the 
medical profession along with the introduction of some 
3,600 new products has made the United States the 
center of medical culture. 

In urging closer liaison between the medical pro- 
fession and the pharmaceutical industry, Dr. Blasin- 
game said: ‘‘We are members of a medical team— 
along with nurses, hospitals, pharmacists, technicians, 
researchers and many others—which has brought this 
country dramatic progress under the private enter- 
prise system. This system has in recent years been 
threatened by the spreading philosophy of government 
control. The major dramatic issue of our time is 
whether we want more government or more freedom, 
more federal handouts and more individual responsi- 
bility.” 

Dr. Blasingame reminded his audience that medical 
care has been the favorite target of those who would 
like to socialize our entire economy. 

He warned that “if physicians and hospitals are 
brought under government control, the drug industry 
soon will follow. If the bell tolls for any one of us it will 
inevitably toll for all.” 

During the Boca Raton meeting, the APMA voted 
approval of its merger with American Drug Manu- 
facturers’ Association. The new organization, Pharma- 
ceutical Manufacturers’ Association, will maintain 
offices in Washington, D.C. and New York City in the 
present headquarters of the two groups. 


Mental Population in Public Hospitals 
Down But More Coming and Going Recorded 


FOR THE SECOND STRAIGHT YEAR public mental hospitals 
have reported a decline in patient population, but there 
was more of everything else— more new patients, more 
former patients readmitted, more patients discharged 
and more money spent on each patient, according to 
the annual joint report released in April by American 
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colorimetric | test for protein and glucose in urine 


“dip-and-read”’ 


Now...for the two most frequent and im- 
portant urine tests...the ultimate in reli- 
ability, simplicity and convenience. Just 
“dip-and-read” a single URisTIx Reagent 
Strip for results in seconds...two vital diag- 
nostic answers at the time of examination! 


COLORIMETRIC READINGS FOR PROTEIN 
—no guesswork of turbidity estimations 


ENZYME SYSTEM FOR GLUCOSE— 
unrelated to copper-reduction methods 


URISTIX—Dip this end 


TRADEMARK 


SPECIFIC FOR PROTEIN AND GLUCOSE 
—unaffected by other urine constituents, drug } 
metabolites or.urine turbidity 
SENSITIVE — detects as little as 10 mg.% protein 
and 0.1% glucose 

STANDARDIZED—color guides permit reliable 
estimations, consistent reports 

TIMESAVING AND ECONOMICAL — completely 
disposable 

available: Uristix Reagent Strips—Bottles of 125 

/ AMES COMPANY, INC « ELKHART, INDIANA 
/.\ Ames Company of Canada, Ltd., Toronto 
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Psychiatric Association and the National Association 
for Mental Health. 

This past year patient population dropped 2,827 
from 551,390 to 548,563 the report showed. As a 
national average, first admissions had increased by 3.9 
per cent, readmissions by 9.2 per cent and discharges 
by 9.2 per cent. 

One of the most heartening indications was an aver- 
age 11.1 per cent increase in patient expenditure by 
the states for those in public mental hospitals. 

During 1957, 23 states increased appropriations for 
a patient-day by more than 10 per cent, while 12 in- 
creased theirs by more than 15 per cent. Kentucky 
showed the greatest increase by spending 57.5 per cent 
more a patient-day than in 1956. It brought their 
figure to $3.25, still below the national average. 

The District of Columbia and Kansas maintain the 
best provisions, allowing $5.75 and $5.47 per patient- 
day, respectively. 

Even so, that amount is still far below that of the 
Veterans Administration whose hospitals spend an 
average of $10.31 a day on each patient. 

Another trend among the states, according to the 
report, is the increase in hospital personnel, which has 
long been an acute problem. While personnel shortages 
persist, the number of full-time employees in public 
mental hospitals rose 6 per cent. 


Hospitals Told Free Enterprise in Health 
Insurance Aids in Quality Health Care 


AMERICANS HAVE RECEIVED a finer quality of health care 
and a wider distribution of that care than most other 
people in the world because of our voluntary system of 
free enterprise, Mr. Albert V. Whitehall, vice chair- 
man of the Health Insurance Council, said at the 
recent Carolinas-Virginias Hospital Conference in 
Roanoke, Va. 

“Under our free enterprise system,” Mr. Whitehall 
said, “we have several hundred companies and nearly 
a hundred Blue Cross plans vigorously competing for 
the right to serve the American people. They do it by 
offering something better. We believe that if the Ameri- 
can people are free to choose, and adequately informed, 
they’ll choose the best.” 

He pointed out that this very competition has 
brought about several recent developments, with the 
first being the introduction of major medical expense 
insurance. More recently, a study in New: York State 
showed that one-third of all employees who are covered 
by group plans written by insurance companies have 
some health insurance benefits continued under the 
group policy after their retirement. 
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Along with the recent experimentation with in- 
surance protection for the aged some plans also now 
offer health insurance policies which are paid up at 
age 65. At least one company offers a policy specifi- 
cally designed for people over age 65. 

According to Mr. Whitehall, the challenge for Blue 
Cross and insurance companies “is to continue the 
healthy competition on a free and equal basis.” He 
urged that competition be based on achieving better 
service to the public. “In this healthy competition, 
each of us needs the other, for a monopoly would dis- 
courage progress,” he added. 

He told the regional meeting of hospital adminis- 
trators that 70 per cent of the population of the United 
States is covered by voluntary health insurance. He 
pointed out that the collection rate for hospital services 
is 95 to 100 per cent, with 90 per cent or more pa- 
tients giving full payments for hospital care. 

Perhaps the most radical change in hospital financ- 
ing, Mr. Whitehall said, is the new concept in the 
growth of voluntary health insurance—for patients to 
control most hospital income. He said this means that 
hospitals now sell their service to a discriminating 
purchaser. 

In conclusion, Mr. Whitehall predicted, “Hospital 
money in ‘the future will come from the public you 
serve—from the patient who is pleased that he is able, 
with the help of insurance or otherwise, to afford your 
best care.” As a caution he spoke of the alternative, 
“to have all your money come from a single, central 
source, subject to monopolistic controls and political 
pressures.” 


The Academy's “First Family"—The inaugural audience at the 
Assembly in Dallas was given a special introduction to the new 
president’s family. Joining President Holland T. Jackson af the 
microphone were Mrs. Jackson and their children, Brenda, age 14 
(standing next to her mother), Martha, 16 and Don 18. 
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ESE Visette owners are 
increasingly making the 
*cardiogram a part of many 
examinations in patients’ homes, 
at hospitais, plant clinics — 
wherever the need is indicated. 
Its 18 pound weight and “‘brief- 
case” size allow the Visette to 
go along on these calls as readily 
as an instrument bag. Tests are 
made quickly and easily because 
of such typical Visette features 
as all accessories right at hand 
in the cover compartments... . 
automatic grounding by push- 
button control . . . lead selection 
by simply turning a knob, with 
automatic stylus stabilization 
between leads . . . “‘double- 
check”’ standardization signals 
. . . instantly visible, inkless 
record made by a heated stylus 
. convenient “‘writing table” 
surface for making test notations 
on the record. -And Visette per- 
formance stays accurate and 
reliable, as a result of rugged 
mechanical construction . . . the 
use of modern electronic compo- 
nents including transistors and 
aircraft type ruggedized tubes 
... and a smaller, more durable 
recording assembly. 

If, like this growing number 
of your colleagues, you feel your 
practice would benefit by such 
convenient ‘cardiography, ask 
your local Sanborn Representa- 
tive for complete information 
and a Visette demonstration. Or 
for descriptive literature, write 
Sanborn Company, attention 
Inquiry Director. 


Sanborn Model 300 Visette electro- 
cardiograph $625 delivered, con- 
tinental U.S.A. 


SANBORN 
COMPANY 


MEDICAL DIVISION 
175 WYMAN STREET, 
WALTHAM 54, MASS. 


more than 2000 doctors already know 


the convenience and valve of “‘VISETTE” ‘cardiography 


Model 51 Viso-Cardielte, “office standard” in thousands of 
practices, remains available at $785 delivered, continental U.S.A. 
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Tenth Assembly’s Registration Record 
Spurred On by Big Chapter Turnout 


ACADEMY MEMBERS accounted for 73 per cent of the 
record physician attendance of 3,634 at the Academy’s 
Tenth Annual Scientific Assembly in Dallas. All 48 
states, the District of Columbia, Hawaii, Puerto Rico 
and four foreign countries were represented. 

Dallas Southern Clinical Society, which had fore- 
gone its own annual meeting to join in observing this 
anniversary Assembly, provided 8 per cent of the phy- 
sician registration. The remainder were physician 
guests. 

Texas set the registration pace with 1,279 phy- 
sicians attending. Six other states— Illinois, Indiana, 
Ohio, Oklahoma and Wisconsin—each was repre- 
sented by more than 100 physicians. 

The following lists the states and their respective 
representations : 


40 New Hampshire... . . 7 
20 New Jersey......... 28 
56 New Mexico........ 31 
California............ 88 99 
37 North Carolina..... . 31 
Connecticut.......... 16 North Dakota....... 10 
District of Columbia... 12 127 
33 Pennsylvania. ...... 55 
1 Rhode Island....... 2 
8 South Carolina...... 16 
165 South Dakota....... 11 
o's 155 Tennessee.......... 46 
6 Washington........ 24 
Maryland............ 25 West Virginia....... 28 
Massachusetts........ 27 Wisconsin.......... 137 
Michigan... ....... 182 Wyoming.......... 8 
Mississippi........... 21 Puerto Rico........ 2 
49 North Africa........ J 


Record Health Insurance Benefit 
Payments to Americans in 1957 


A rEcorD $2.5 billion in benefit payments was paid in 
1957 to Americans protected by health insurance poli- 
cies, according to a survey by the Health Insurance 
Institute. This figure shows an increase of slightly 
more than 16 per cent over the $2.1 billion benefit pay- 
ments paid in 1956. 
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The Institute’s statistics were based upon a survey of 
the nation’s insurance companies writing policies 
which help pay for doctor and hospital bills and for loss 
of income incurred as a result of accident or sickness. 

In a breakdown of the $2.5 billion total, the survey 
showed that insurance policies providing hospital ex- 
penses amounted to the largest amount of the pay- 
ments, with over $1 billion paid to policyholders, 
through both group and individual policies. 

A total of $398 million was spent through policies 
which helped cover payments of surgeons’ fees. 

Those holding insurance policies providing ex- 
penses for nonsurgical medical care and treatment 
received a total of $71 million during 1957. 

The fastest-growing type of medical insurance last 
year was the policy covering major medical expenses— 
protection against the cost of serious or catastrophic 
illness or accident. Payments for this type of health 
insurance increased by 100 per cent over 1956. 

Benefit payments to those having this type of in- 
surance amounted to $130 million, including supple- 
mental and non-supplemental coverage to the basic 
health cost plans. 

Another interesting figure, in relation to the In- 
stitute’s survey, was that released recently by the U.S. 
Department of Labor which showed that, according to 
its 1957 Consumer Price Index, medical care costs 
during 1957 rose 4 per cent. 

The Health Insurance Institute, in concluding its 
report of health care insurance payments, stated that 
**. .. the increase in such payments reflects the con- 
tinued efforts of the public to pay its doctor and hos- 
pital bills through the voluntary nongovernmental 
mechanism.” 


U. R. Bryner, M.D. 


In September Dr. Bryner of 
Salt Lake City will be in- 
stalled as president of Utah 
State Medical Association 
during its annual meeting. 
This latest honor for the 
former AAGP president 
came during the society’s in- 
terim meeting recently in 
Salt Lake City. The house of 
delegates named Dr. Bryner 
president-elect as a successor 
to Dr. Leslie B. White who 
resigned because of ill health. 
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Handbook of Information for Mississippi 
Physicians Is Mississippi Chapter Project 


A DATA-PACKED HANDBOOK covering Mississippi medical 
facilities, key laws and medical practice has been pre- 
pared by the Mississippi Academy of General Practice, 
for all physicians in the state. 

The informational handbook covering over 125 
pages, was prepared through the efforts of a committee 
headed by Chapter Member William E. Lotterhos. 
Others assisting him were Drs. S. K. Johnson and S. S. 
Kety. 

The book is divided into three sections. In the first 
section on “Medical Organizations, Licensure, and 
Laws Pertaining to the Practice of Medicine in Missis- 
sippi,” the lead off subject is medical organizations. A 
tersely presented explanation is given of the location, 
purpose, membership requirements, etc., of the Ameri- 
can Academy of General Practice, the state chapter 
(with individual district listings), the American Medi- 
cal Association, Mississippi State Medical Association 
and the various component societies in the state. 

Ethics is the next subject covered in Section I. It 
encompasses a 1955 revision of the AMA’s “Principles 
of Medical Ethics,” principles concerning the duties, 
professional services and compensation of physicians 
as set forth in Mississippi, and a recommended ‘Model 
of Ethical Public Relations and Publicity Policy for 
Physicians of Mississippi,” as proposed by the Censors 
and Public Relations Committees of Central Medical 
Society. 

On licensure, the handbook covers laws and ex- 
tracts of laws governing the licensing of physicians and 
the practice of medicine in the state which have been 
reprinted from a pamphlet of the Mississippi State 
Board of Health. Future Mississippi doctors will also 
be interested in the information telling them how to 
obtain a medical privilege license in Mississippi. 

The final part of section one is devoted to “Laws 
and Regulations Pertaining To The Practice of Medi- 
cine.” Here are given the regulations taken from the 
Mississippi Code and information regarding the sales, 
possession, etc. of barbituric acid, cocaine and mor- 
phine. The Uniform Narcotic Drug Act and federal 
narcotic regulations are explained and data given on 
the headquarters location and procedure for obtaining 
license. Mississippi laws concerning abortion, adop- 
tion, autopsy and workmen’s compensation are also 
clearly defined and explained. 

A comprehensive listing and definition of the varied 
boards, institutions and hospitals, together with in- 
formation about the organization of the state board of 
health make up the second section of the book. 

Under the topic on the state board of health there 
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is an organization chart and staff listing and also data 
on the divisions of administration, county health, 
health education, maternal and child welfare, preven- 
table disease control, public health nursing, sanitary 
engineering, vital statistics and the state hygienic 
laboratory division and the tuberculosis sanatorium. 

Data on the various hospitals and hospital boards is 
given as well as on several mental schools, the Missis- 
sippi University Hospital and the Veterans Adminis- 
tration which has a regional office in Mississippi. 

Training schools for blind and deaf children are de- 
fined as to headquarters, duties, purpose, facilities and 
service and eligibility for entrance. 

Information on several boards and commissions 
throughout the state form the last subject in section 
two. The locations, purpose and eligibility require- 
ments for such groups as the Crippled Children’s 
Service, The Vocational Rehabilitation Division of the 
State Department of Education and the Board of Public 
Welfare are listed here. Groups which give aid or benefit 
to the blind, dependent children, old age groups and 
the disabled are also explained, as well as an item about 
the old-age and survivors insurance department of the 
Social Security Administration. 

In the third and final section of the handbook ma- 
terial about orphanages and other welfare agencies, 
organizations and homes is given. 

Eight orphanages are listed, with location, eligibility 
and application procedure explained. 

Welfare agencies which are not supported by the 
state compose the next subject. These include such 
groups as the Mississippi Division of the American 
Cancer Society, the Heart Association, Red Cross, 
Salvation Army, Foundation for Infantile Paralysis, 
United Cerebral Palsy, Inc. of Mississippi and Alco- 
holics Anonymous. 

The last portion of the book lists homes for the aged 
and a home for unmarried mothers. 


“This is Dr. Fisby, our specialist specialist. He will 
determine what specialist we should call in.” 
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AAGP Members Who Served June 23-27 in AMA House of Delegates 


J. Paul Jones, m.p. 


John S. DeTar, m.p. 


Daniel H. Bee, m.p. 


Camden, Alabama Milan, Michigan Indiana, Pennsylvania 
James M. Kolb, m.p. John P. Culpepper, Jr., M.p. M. Louise C. Gloeckner, m.p. 

Clarksville, Arkansas Hattiesburg, Mississippi Conshohocken, Pennsylvania 
Rufus B. Robins, m.p. Earl F. Leininger, M.D. George S. Klump, .p. 

Camden, Arkansas McCook, Nebraska Williamsport, Pennsylvania 
Donald Cass, m.p. Earl L. Malone, M.v. _ Elmer G. Shelley, m.v. 

Los Angeles, California Roswell, New Mexico North East, Pennsylvania 


James E. Feldmayer, m.p. 
Exeter, California 


Leopold H. Fraser, m.p. 
Richmond, California 


R. Stanley Kneeshaw, m.p. 


John M. Galbraith, m.p. 
Glen Cove, New York 


Charles F. Strosnider, M.p. 
Goldsboro, North Carolina 


Paul A. Davis, M.p. 


Joseph B. Copeland, m.p. 
San Antonio, Texas 


James H. Wooten, Jr., 
Columbus, Texas 


W. Linwood Ball, m.p. 


San Jose, California Akron, Ohio Richmond, Virginia 
H. Thomas McGuire, m.p. Carl A. Lincke, .p. Alvia G. Young, M.D. 
New Castle, Delaware Carrollton, Ohio Wenatchee, Washington 
Eustace A. Allen, m.p. George A. Woodhouse, .p. Walter E. Vest, M.D. 
Atlanta, Georgia Cincinnati, Ohio Huntington, West Virginia 
B. E. Montgomery, M.D. Wilkie D. Hoover, m.p. Lester D. Bibler, = 
Harrisburg, Mlinois Tulsa, Oklahoma 
H. Kenneth Scatliff, m.p. Malcom E. Phelps, m.p. on General Practice) 
Chicago, Illinois El Reno, Oklahoma Dwight H. Murray, «.0. 
Wendell C. Stover, m.v. Archie O. Pitman, M.D. Napa, California 
Boonville, Indiana Hillsboro, Oregon (ex officio) 
Academy Members on AMA Reference Committees 
Name Committee 
George S. Klump, u.p., Pennsylvania... Amendments to the Constitution and By-Laws 
Reports of Board of Trustees and Secretary 
Charles F. Strosnider, m.p., North Carolina......................05 Miscellaneous Business 
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Medical News in Small Doses: 


AcaADEMY MEMBER, Dr. Tom Douglas Spies of Birming- 
ham, Ala. who received the AMA Distinguished Serv- 
ice Award last year, has now been honored by the 
Commonwealth of Puerto Rico. A joint resolution 
issued recently by the Puerto Rican Senate and House 
of Representatives cites Dr. Spies specifically for bring- 
ing to the island the first doses of folic acid and vitamin 
B-12 to be used experimentally in cases of sprue . . . . 
Four new members have been added to the board of 
directors of American Medical Education Foundation, 
expanding the board to 15 members. GP’s Medical 
Editor Hugh H. Hussey and AAGP Member Dwight 
Murray, a past president of the AMA, are two of the 
newly-elected AMEF board members. The other new 
appointees are Drs. Lowell T. Coggeshall, Chicago and 
Walter B. Martin, Norfolk, Va. .... Vienna, Austria’s 
1,500 doctors working in the city-operated hospitals 
have been on strike. They asked increased bonuses for 
night, Sunday and hazardous work. They agreed to 
leave enough doctors on duty to handle emergencies. 
During the strike several patients refused to eat as a 
sympathy gesture for the doctors’ appeal for higher 
pay .... Dr. I. Phillips Frohman of Washington, 
D. C., an active contributing editor to Current Medical 
Digest for several years, is now serving regularly as 
general editorial consultant . . . . Several Milwaukee, 
Wis. members are active in the growing National Medi- 
cal Veterans Society which has headquarters in Dallas, 
Tex. Dr. Stanley Hollenbeck is treasurer and Drs. 
Albert J. Baumann and Stanley Zawodny, serve on the 
society’s 23-man steering committee. . . . Dr. Frank L. 
Feierabend of Kansas City, Mo. is the new president- 
elect of Blue Shield Medical Care Plans, Inc. He was 
elected at the recent annual meeting in Chicago... . 
Among recent appointees to serve on the advisory 
committee of the University of Missouri’s Medical Cen- 
ter are Members John W. McHaney, Jefferson City 
and Donald M. Dowell, Chillicothe. Also serving on 
the committee are Dr. Richard R. Becker, Kansas City 
and Dr. Peter V. Siegel, Smithton, who are president 
and president-elect, respectively, of the Missouri chap- 
ter... . Dr. Howard A. Rusk, internationally-known 
leader in rehabilitation who has been elected president 
of the National Society for Crippled Children and 
Adults, will preside at the eighth world congress of the 
International Society for the Welfare of Cripples when 
it convenes in 1960 in New York City. This is the first 
lime the meeting has been held outside the limits of 
continental Europe. ... Suffolk County (New York) 
chapter’s first annual scientific meeting rated pictorial 
coverage in the May 28 issue of Score Weekly. 
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with 


Novahistine 


than with 
antihistamines alone 


*greater relief...because a distinctly. 
additive action is obtained by combin- 
ing a sympathomimetic with an anti- 
histaminic drug. 


tastes good! 


There’s no fuss when giving Nova- 
histine Elixir to children...they like 
the good taste. Mothers appreciate 
how easy it is to give. 


Each 5 cc. teaspoonful contains: 


Phenylephrine hydrochloride 5.0 mg. 
Prophenpyridamine maleate 12.5 mg. 
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News from the State Chapters 


Indiana, one of the several state chapters to cele- 
brate tenth anniversaries this spring, held its annual 
scientific program April 15-17 in Murat Temple in 
Indianapolis. 

Several noteworthy awards were presented at the 
meeting including a Certificate of Meritorious Service 
given by the American Academy of General Practice to 
anonmember, Dr. Kenneth G. Kohlstaedt of Eli Lilly 
and Company. The certificate, which was approved at 


§ the recent Assembly in Dallas, was presented by 


Board Member and Indiana Meeting Chairman Nor- 
man R. Booher for Dr. Kohlstaedt’s outstanding sup- 
port and assistance in the chapter’s postgraduate pro- 
gram. (See cut.) 

Some 62 technical and 15 scientific exhibits were 
shown at the meeting. A special award for the best 
scientific exhibit was presented to Dr. Milton Gross, 
Margaret Hague Maternity Hospital. (See cut.) 

Chapter presidents from neighboring states were on 
hand for Indiana’s annual dinner-dance and presen- 
tation of officers. (See cut.) Retiring President James 
L. Lamey turned over the gavel to newly-installed 
President Floyd A. Boyer (see cut) at the evening pro- 
gram, which included dancing to the music of Bob 
Norman and his orchestra. 

A highly-successful project was entind on for the 
second time at this meeting. With the belief that 
“every family should have a famiily physician and every 
physician should have a physician” Indiana’s health 
committee, under the chairmanship of Dr. John A. 
Davis, installed a Physician Examination Clinic for all 
members attending the meeting. 

The scientific program, beginning on the second day, 
opened with Dr. Clyde G. Culbertson, director, Bio- 
logical Research Division of Eli Lilly and Company, 
speaking on “Modern Concepts of Virus Diseases.” 

The subject of Dr. Stefan S. Fajans, associate pro- 
fessor of internal medicine, University of Michigan, was 
“Recent Concepts in the Early Recognition of Diabetes 
Mellitus.” 

“Trends in Mental Health That Concern the General 
Practitioner” was the topic of Mr. Mike Gorman, execu- 
tive director, National Committee Against Mental IIl- 
ness, Inc. 

Following the noon luncheon, the ‘Founders’ Lec- 
ture” was given by Dr. Edwin G. Olmstead, assistant 
professor of medicine, University of North Dakota, who 
spoke on “Congestive Heart Failure.” 

Dr. Frank B. Ramsey, Indianapolis, talked on “‘Post- 
Operative Surgical Care.” The topic of Dr. Alec J. 
Steigman, chairman, Department of Pediatrics, Uni- 
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For Meritorious Service—Board Member Norman R. Booher, right, 
congratulates Dr. Kenneth G. Kohistaedt upon being the first recipi- 
ent of a Certificate of Meritorious Service from the Academy. Dr. 
Kohlstaedt, a member of Eli Lilly and Company, accepted the 
award at the dinner-dance of Indiana chapter’s tenth annual 
meeting in April. 


Scientific Exhibit Wins Plaudits— Accepting the Aesculapius Award 
for having the best scientific exhibit at the Indiana chapter meeting is 
Dr. Milton Gross (left) of the Margaret Hague Maternity Hospital. 
Dr. W. D. Snively, Jr., vice president and medical director of Mead 
Johnson and Company presented the honor on behalf of the com- 
pany. Dr. James L. Lamey, immediate past president of Indiana 
chapter, is shown at right. 


versity of Louisville School of Medicine, was “Cancer 
in Childhood.” 

The first day of the scientific program was concluded 
with a panel discussion on ‘‘What Constitutes a Good 
Physical Examination.” Members of the panel were Dr. 
Bernard E. Edwards, South Bend, Ind. ; Drs. Olmstead, 
Steigman and Ramsey and Dr. Russell J. Spivey, past 
president of the Indiana chapter, from Indianapolis. 

First speaker at the next day’s session was Dr. 
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Emmet B. Lamb, Indianapolis, who lectured on “Office 
Surgery for Traumatic Cases.” He was followed by Dr. 
Jerome Weiss, gastroenterologist from New York City, 
who spoke on “The Diarrheal Syndrome.” 

“Achieving Fluid Balance by the Oral Route” was 
the presentation of Dr. W. D. Snively, Jr., vice presi- 
dent and medical director, Mead Johnson and Com- 
pany. 

Following the luncheon meeting Dr. Bernard J. 
Michela, assistant medical director and chief of physi- 
cal medicine, Rehabilitation Institute of Chicago, 
spoke on “Preparation of the Patient for Comprehen- 
sive Rehabilitation.” 

The ‘Past Presidents’ Lecture” was given by Dr. 
John B. Hickam, professor of medicine, Duke Uni- 
versity School of Medicine. His topic was “Surgery in 
Patients with Other Diseases.” 

The final individual presentation was by Dr. Stewart 
T. Ginsberg, commissioner, Division of Mental Health, 
State of Indiana, who spoke on “The General Prac- 
titioner Approach to Mental Illness.” 

A panel concluded the program with a discussion of 
“Medico-Legal Problems.”” Members were: Dr. Floyd 
A. Boyer ; Mr. Byron Emswiller, attorney, Indianapolis ; 
Dr. Lester H. Hoyt, pathologist, Methodist Hospital, 
Indianapolis; Rolla N. Harger, Ph.D., toxicologist, 
professor, biochemistry and toxicology, Indiana Uni- 
versity School of Medicine and Mr. Frank A. Mueller, 
chief of police, Indianapolis. 

Mrs. Robert J. Lewis was chairman of the ladies 
program, which included a special luncheon and 
guest speaker. 
> One of the new members of the Academy’s Board of 
Directors, Dr. John Paul Lindsay of Nashville, was 
installed as president of his home-state’s chapter at 
Tennessee’s annual meeting, held April 21-22 in 
Gatlinburg. (See cut.) 

In addition to Dr. Lindsay, other new officers include: 
Drs. John L. Armstrong of Somerville, vice president: 
Irving R. Hillard of Nashville, secretary-treasurer and 
E. L. Caudill, Jr., of Elizabethton, president-elect. 
Newly-elected delegate and alternate delegate from 
Tennessee are, respectively, Drs. Ralph E. Cross of 
Johnson City and Julian Welch of Brownsville. (See 
cuts.) 

Dr. Malcom Phelps, immediate past president of the 
Academy, was the key speaker at the Volunteer State’s 
annual banquet, April 22. 

Speakers for the scientific program were Dr. Eugene 
L. Jewett, orthopedic and traumatic surgeon from 
Orlando, Fla., and Dr. Ruth Stephens, professor of 
history and political science at the University of 
Tennessee. 


Dr. Jewett spoke on “Orthopedics As It Affects the 
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The Presidents’ Circle— Presidents of two neighboring state chapters 
were on hand for Indiana’s tenth annual meeting recently in 
Indianapolis. Shown left to right are: Indiana Immediate Past Presi- 
dent James L. Lamey; President Floyd A. Boyer; Former President 
Norman R. Booher; Michigan Chapter President Francis P. Rhoades 
and Winois Chapter President A. |. Doktorsky. 


Trading Reins— Past President of 
Indiana chapter, Dr. James lL. 
Lamey (right), transfers the reins 
for state chapter activities to his 
successor, Dr. Floyd A. Boyer, who 
in turn presents Dr. Lamey with 
a plaque of appreciation for his 
services as chapter president dur- 
ing the past year. 


Past President Congratulates Ten- 
nessee President—Dr. Maicom 
Phelps, El Reno, Okla., AAGP 
immediate past president, congrat- 
ulates Or. John P. Lindsay, right, 
Nashville, new president of the 
Tennessee chapter. Dr. Lindsay 
was also recently elected to the 
AAGP Board of Directors at the 
Assembly in Dallas. 
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Atcetic acid ...a fatty acid... plays a central 
role in the interaction of nutrients required for 


synthesis of body tissues . . . maintenance of body 
warmth . . . and performance of work. 

Fats, carbohydrates and proteins all contribute 
to the metabolic pool of acetic acid which can 
then be oxidized to carbon dioxide and water with 
release of energy for body use. . . or can be used 
for the synthesis of body substances such as cho- 
lesterol... hormones... tissue proteins... and 
fat for storage depots. Vitamins, minerals and 
proteins in enzyme systems cooperate to sever 
or join the chemical entities which make up func- 
tioning body tissues and yield energy as needed: 

Vitamin E protects fats from undesirable oxi- 
dation . . . Choline aids the transfer of lipid mate- 
rial from blood to tissues ... Niacin, riboflavin 


and pantothenic acid help change tissue lipids to 
acetic acid and thence to cholesterol and steroid 
hormones . . . or to tissue proteins . . . or to blood 
glucose .. . or to energy . . . Thiamine, riboflavin 
and niacin function in enzymes which release 
energy from fats, carbohydrates and proteins . . . 
Pyridoxine is necessary for synthesis of amino 
acids and body proteins. 

The vitamins cannot perform their appointed 
roles unless joined with proteins of highly specific 
nature. They require the presence of specific min- 
erals such as magnesium and copper . . . and the 
cooperative chemical participation of phos- 
phorous. 

Fat, as present in foods and used in meal 
preparation, contributes to the pleasure of eating 
... and to all body substance. 


Since 1915 . .. promoting better health through nutrition research, education 


The nutritional statements made in this advertisement have 
been reviewed by the Council on Foods and Nutrition of the 
American Medical Association and found consistent with cur- 
rent authoritative medical opinion. 


NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 N. Canal St. + Chicago 6, Ill, 


THIS ADVERTISEMENT IS ONE OF A SERIES, REPRINTS ARE AVAILABLE UPON REQUEST, 
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General Practitioner.” Dr. Stephens spoke on “Diag- 
nosis, Treatment, and Prognosis of World Problems 
Today.” 

Program chairman for the meeting was Dr. Spencer 
York Bell of Knoxville. Other members on his com- 
mittee were Drs. Jesse P. Cullum of Knoxville, Robert 
A. Davison of Memphis, Joseph L. Raulston of Knox- 
ville and Ralph H. Shilling of Gatlinburg. 

In addition to the scientific program, several changes 

in the Tennessee chapter’s constitution and by-laws 
were proposed and passed, so that it more nearly. con- 
forms to the Constitution and By-Laws of the American 
Academy of General Practice. 
p A $100 scholarship annually donated by the South 
Dakota chapter was recently awarded to John W. 
Smiley, a medical school sophomore from Deadwood, 
§.D., at the 50th anniversary banquet of the University 
of South Dakota medical school at Vermillion. 

The award is called the J. A. Kittleson Memorial 

Scholarship. 
p Lovisiana’s First and Second District chapters’ 
program of study with Dr. T. A. Watters, New Or- 
leans psychiatrist, has brought them some well-earned 
publicity in the New Orleans press. 

The members have been meeting with Dr. Watters 
in small conference groups for several years now and 
recent study sessions have been based on lessons pre- 
pared by the General Practitioners Education Project 
of the American Psychiatric Association. This pro- 
gram is being carried on in conjunction with the 
American Academy of General Practice. 

The courses have been held for the purpose of 
familiarizing the family physician with a working 
knowledge of psychiatry. In Dr. Watters opinion, 
“The family doctor can do more in combatting the 
mental health problem that exists today than the 
psychiatrist.” 

He expressed this statement at the recent fourth 
annual Mental Health Assembly in New Orleans. Feel- 
ing that the general practitioner, who closely knows 
the entire family, gets a broader picture in time to 
forestall future mental ailments, Dr. Watters qualified 
his first statement by saying, “I do not mean to say 
that psychiatrists are not urgently necessary and cer- 
tainly do not mean to make psychiatrists out of general 
practitioners.” 

The mental health assembly was sponsored by the 
Louisiana Association for Mental Health and Dr. 
Watter’s topic was “What Family Doctors Are Doing 
in Psychiatry.” 
> Past President Malcom E. Phelps was luncheon 
speaker for the symposium on office procedures and 
clinical medicine, sponsored by the Idaho chapter May 
10. 
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Other Volunteer State Leaders— These four officers played busy parts 
at the Tennessee chapter meeting in Gatlinburg. Shown left to right 
are Drs. E. L. Caudill, Jr., Elizabethton, new president-elect; Ralph 
E. Cross, Johnson City, re-elected national delegate; Irving R. Hillard, 
Nashville, secretary-treasurer and Julian K. Welch, Brownsville, 
immediate past president of the state chapter. 


Retirement Memento—Dr. Julian 
K. Welch, left, retiring president 
of the Tennessee chapter, accepts 
a gavel as a retirement memento, 
presented to him by the program 
chairman, Dr. Spencer Y. Bell. 


The program, held in Boise, featured three presen- 
tations in the morning and three round-table dis- 
cussions in the afternoon, on the same topics as the 
morning lectures. 

Dr. William Requarth, assistant professor of -sur- 
gery, University of Illinois, spoke on “The Care of 
Traumatic Wounds” and also led the afternoon round- 
table discussion on this topic. The moderator for the 
discussion was Dr. Warren B. Ross, secretary, Idaho 
State Medical Association. 

Second morning speaker was Dr. James B. Donald- 
son, associate professor of medicine, acting head, De- 
partment of Medicine, Hahnemann Medical College, 
Philadelphia, Pa. He spoke on “Laboratory and Office 
Procedures in Diagnosis and Treatment.” A round- 
table discussion on this subject was led by Dr. Donald- 
son that afternoon. Moderator was Dr. Joseph G. Wil- 
son, president-elect, Idaho chapter. 

Dr. Arthur D. Hengerer, assistant professor of ob- 
stetrics and gynecology, Albany Medical College, 
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NEW CAMP SACRO-ILIAC SUPPORTS 


Help Steady the Pelvis and Offer Excellent Support 
to the Sacro-iliac Region and Lower Abdomen 


Camp’s new women's sacro-iliac supports firmly 
encircle the bony pelvis between crests of the 
ilia and trochanter, thus increasing the stability 
of the pelvic girdle and diminishing the rotary 
movements of the sacroiliac joints. Both back 
and abdomen receive splendid support. 


This function is effected by a unique, inconspicu- 
ous cable net elastic hook and eye adjustment 
which develops transverse tension on the boned 
front and back brocade panels, to create a ‘circle 
of comfort’ for rest and support. 


Besides offering effective back these 
sacro-iliac garments perform the additional func- 
tion of holding the stomach in a position helpful 
in medium severe cases of gastroptosis or 
nephroptosis. They are effective, too, for pa- 
tients requiring support to weakened abdominal 
walls after a major operation. 


Camp trained fitters 
at your local auth- 
orized Camp deal- 
ers will give your 
patients immediate, 
expert service ac- 
cording to specific 
prescription. 


Your patients will be pleased with their appear- 
ance while wearing these supports. The slim, 
trim modern lines modern women want in a 
foundation garment are incorporated in the de- 
sign without sacrificing their medical effective- 
ness. 


These new Camp garments include such features 
as— 


@ a new band of support which works 
with boned front and back panels 

®@ cable knit, strong elastic, side panels 
of mercerized cotton 


@ unique, quick, i 
functional adjustment 


thin-design hose supporters 
skirt or semi-groin lengths 
in tea rose or white 

zipper closing 


S. H. CAMP and COMPANY 
Jackson, Michigan 
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Albany, N. Y., spoke on “Office Gynecology” for the 
final morning presentation. The round-table discussion 
on this subject was led by Dr. Hengerer and moderated 
by Dr. Harmon E. Holverson, chairman, education 
committee, Idaho chapter. 

Wives of physicians attending were guests at a 
luncheon, at which Dr. Milton T. Rees of Idaho Falls 
presided. A lecture on ‘Two Kinds of History” was 
held for the wives in the afternoon. 

A reception for all attending the symposium was 

held in the Capital City Room of the Hotel Boise in 
the evening. 
p A three-day postgraduate seminar was held recently 
in Greenville, S. C. under the sponsorship of the 
South Carolina chapter, the Greenville County Medical 
Society and the General Practice Division of Greenville 
General Hospital. 

Guest speakers were Drs. Jack Norris, Emory Uni- 
versity: Walton Akenhead, Louisiana State University ; 
B. R. Gendel, Emory University ; Claude Frazier, Ashe- 
ville, N. C. and Edwin Boyle, Arthur V. Williams and 
F. E. Kredel, Medical College of South Carolina. 
> In view of the continuing concern about hospital 
privileges for general practitioners in Minois, that 
chapter’s commission on hospitals has circulated a 
questionnaire through the chapter publication, The 
Family Physwian. 

The magazine, sent to all state members, ran an 
article in conjunction with the questionnaire, in which 
it quoted hospital requirements set up by the AMA 
and Joint Commission on Accreditation. 

Under the chairmanship of Dr. Franz S. Steinitz, 
the Illinois commission hopes to determine, through 
the questionnaire, the extent that these requirements 
and principles are being applied. 

Other members of the Illinois commission are Drs. 
Carleton R. Smith and Gerard J. A. Dundon. 

Chapter members got together recently when the 
general practitioners held their annual luncheon dur- 
ing the Illinois State Medical Society’s meeting in 
Chicago. 
> Academy members attending the New Jersey state 
medical meeting in Atlantic City gathered May 20 for 
a special luncheon. The luncheon was combined with 
a meeting of the New Jersey chapter’s board of di- 
rectors. 
> Filling a gap in medical school education by realiz- 
ing the need for more instruction in the management 
principles of medical practice, the St. Louis (Missouri) 
chapter recently conducted a very successful program 
in economic education. 

First to receive the program were members of the 
junior and senior medical classes of St. Louis Uni- 
versity and Washington University. 
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Using these classes as a testing ground, the chapter 
conducted a poll to see exactly how much interest 
there would be in such a program. The release of two 
films by a leading pharmaceutical firm on management 
principles in medical practice coincided with volunteer 
teaching planned by chapter members. 

The response from the students was so favorable 
that, despite bad weather, over 185 students, wives and 
chapter members attended the first program. 

In addition to the two films which were shown, Dr. 
Walter Gray, chapter president, explained the purpose 
of the Academy. Academy Member Norton Eversoll de- 
livered the main talk, ‘What It Means To Be a General 
Practitioner,” based upon his 37 years in general 
practice. 

A panel of chapter members answered questions 
from the audience, followed by a buffet supper for the 
guests. 

By popular request, the chapter plans to repeat the 
program this fall. 
> At the time of this deadline, word has just been re- 
ceived of the death of Mr. Robert Dufour, executive 
secretary of the Wisconsin chapter, on May 13 in 
Madison. His death was believed due to a cerebral 
accident. Mr. Dufour, age 33, was the chapter’s first 
executive secretary, joining them in the summer of 
1952. 

As editor of the Wisconsin bi-monthly publication, 
The Wisconsin Family Physician, he has been one of the 
leaders in the chapter editors’ group. Just last fall he 
completed an exhaustive study on the various chapter 
publications and distributed copies of the report dur- 
ing the fall meeting in Kansas City. 

He is survived by his wife and four small children. 


lowans Gather at State Medical Meeting— Members of the Iowa chap- 
ter got together at a luncheon, held April 22 during the Iowa State 
Medical Meeting in Des Moines. The state chapter also sponsored a 
booth at the ISMS meeting. 
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A brighter 
| “Good morning, 
doctor! 


Wo complaints about 
* post-episiotomy, 

* tender hemorrhoids, 

* or fissured nipples when you prescribe 


® 
Topical Anesthetic 


Americaine relieves surface discomfort quickly, sustains relief 
up to six hours with a single application—because only 
) Americaine contains 20% dissolved benzocaine. 


What about sensitivities? None reported in over 11,800 pub- 
lished clinical cases'...negligible incidence in 10 years’ steadily 
growing use. 


Americaine Aerosol 


For quick spray application. Available in 3 oz. prescription size, and 
5.5 oz. and 11 oz. dispensers. 


Americaine Ointment 
For simple manual application. Available in 1 oz. tube w/applicator. 
1. Referenees on request. 


ARNAR-STONE LABORATORIES, INC., Mownt Prospect, Ill. 
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GP Quiz Answers 


Questions appear on pages 90/92 

Question Answer Issue 
1. (3) GP, January, page 84 
2. (J) GP, January, page 82 
3. (1) GP, January, page 96 
4. (1) GP, February, page 73 
8. (3) GP, January, page 119 
6. (4) GP, January, page 126 
7. (4) GP, February, page 78 
8. (3) GP, February, page 96 
(2) GP, March, 93 

10. (4) GP, March, page 74 

1. (5) GP, February, page 70 
12 (2) GP, February, page 104 
13 (3) GP, March, page 95 

14 (3) GP, March, page 77 

15 (2) GP, April, page 120 
16. (2) GP, April, page 75 

17. (1) GP, March, page 123 
18. (J) GP, April, page 84 

19. (3) GP, April, page 111 
20. (5) GP, May, page 70 

21. (3) GP, June, page 84 

22. (4) GP, May, page 79 

23. (3) GP, May, page 88 

24. (J) GP, May, page 130 

25. (4) GP, June, page 110 
26 (2) GP, June, page 104 
27. (2) GP, June, page 87 


Pathologic Findings 


The following are the findings from the Clinico- 
pathologic Conference found on pages 93-94. 


THE HEART revealed minimal atherosclerosis of the 
coronary arteries and moderate hypertrophy of the 
left ventricular myocardium. Large, soft, yellow 
necrotic masses were scattered throughout both 
lungs. The gastrointestinal tract was grossly nor- 
mal. The left and right adrenal glands were three 
times normal size and composed largely of cortex. 
No tumor cells were found on careful examination. 
The genitourinary tract was normal. The brain 
was entirely normal. Approximately one-third of 
the anterior pituitary was replaced by tumor mor- 
phologically the same as that found in lung and 
vertebral bone marrow. The cells were uniform, 
polyhedral to spindled, showing vesicular nuclei 
and moderately prominent nucleoli. There were 
no glands or other differentiating features. (The 
pituitary basophils showed ‘‘Crooke’s change”— 
swelling and hyalinization of the cytoplasm.) 


Pathologic Diagnosis 


1. Bilateral adrenal cortical hyperplasia, severe. 

2. Undifferentiated carcinoma, primary site un- 
determined, with metastases in lungs, vertebral 
bone marrow and anterior pituitary. 


Comment: Cushing’s syndrome in this case was due 
to adrenal cortical hyperplasia and appeared unre- 
lated to the tumor. Although the primary site of 
the carcinoma was not demonstrated, it was 
thought to be most likely bronchogenic in origin. 


The data for the case presentation and the patho- 
logic findings were drawn from the files of the Labo- 
ratory Service, Mt. Alto Veterans Administration 
Hospital, Washington, D.C. 


CONTINUED FROM PAGE 35 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed when 
available. 


*Sep. 21-23. lowa chapter, annual meeting, Hotel Savery, Des 
Moines. 

*Sep. 22-24. Texas chapter, annual meeting, Gunter Hotei, San 
Antonio. 

*Sep. 23. St. Louis (Missouri) chapter, course in psychosomatic 
medicine and hypnosis, St. Louis Medical Society Auditorium. 
(1 hr.) 

*Sep. 24-Oct. 29. New Jersey chapter, et al., seminars in 
psychiatry for general practitioners, Wednesdays, Carrier 
Clinic, Belle Mead, N. J. (18 hrs.) 

*Sep. 25. Lackawanna County (Pennsylvania) chapter and The 
Homeopathic Medical Society, general practice postgraduate 
course, Pocono Manor Inn, Pocono Manor, Pa. 

(6 hr.) 

*Sep. 29-Oct. 3. State University of New York, tenth annual 
postgraduate assembly in endocrinology and metab- 
olism, State University of New York Upstate Medical 
Center, Syracuse. 

*Oct. 1-2. Ohio chapter, annual meeting, Civic Auditorium, 
Toledo. 

*Oct. 1—Nov. 5. Queens County (New York) chapter, course on 
x-ray interpretations of pulmonary and cardiac lesions, 
Wednesdays, Terrace Heights Hospital, a N. Y. 

(6 hrs.) 

*Oct. 2. Connecticut chapter, annual meeting, Hotel Statler, Hart- 
ford. 

*Oct. 3-4. Arizona chapter, annual meeting, Phoenix. 

*Oct. 5—8. California chapter, annual meeting, Masonic Temple, 
San Francisco. 

Oct. 6-10. American College of Surgeons, meeting, Chicago. 

*Oct. 8—Nov. 19. The Northern Counties (Pennsylvania) chapter, 
course on recent advances in medicine and surgery, Wednes- 
days, St. Vincent's Hospital, Erie, Pa. 

(14 hrs.) 

*Oct. 9-10. Seuth Carolina chapter, annual meeting, Clemson 
House, Clemson. 

*Oct. 9-10. Idaho chapter, annual meeting, Hotel Boise, Boise. 

Oct. 9-11.The Academy of Psychosomatic Medicine, course on 
‘ the psychosomatic aspects of internal medicine, Park- 
Sheraton Hotel, New York City. 

*Oct. 11-12. Maryland chapter, tenth annual meeting, Hotel Alex- 
ander, Hagerstown. 

Oct. 12-17. American Academy of Ophthalmology and Otolaryn- 
gology meeting, Chicago. 

*Oct. 15-16. St. Lovis University, course in pediatrics, Firmin 
Desloge Hospital, St. Louis, Mo. (10% hrs.) 

*Oct. 15-16. Georgia chapter, annual meeting, Dinkler-Plaza 
Hotel, Atlanta. 

*Oct. 16-17. Oregon chapter, annual meeting, Multnomah Hotel, 
Portland. 

*Oct. 18-19. Missouri chapter, annual meeting, Chase Hotel, St. 
Louis. 

*Oct. 19-21. North Carolina chapter, annual meeting, Hotel Wash- 
ington Duke, Durham. 

Oct. 19-24. American Society of Anesthesiologists, annual 
meeting, Penn-Sheraton Hotel, Pittsburgh, Pa. 

Oct. 20-28. American College of Gastroenterology, meeting, 
New Orleans, La. 

*Oct. 21-22. Minnesota chapter, annual meeting, Rochester. 

Oct. 23-25. American College of Gastroenterology, annual 
course in postgraduate gastroenterology, Jung Hotel, 
New Orleans, La. 

Oct. 24-27. American Heart Association, scientific sessions 
and annual meeting, San Francisco. 
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The L-F 
BASALMETER. 


for 
metabolism testing 
the modern way! 


Just set the four basic 

factors (age, height, 

weight and sex), and 

the BasalMeteR does 

the rest. At conclusion 

of test, you press button and Lead! patient’s BM rate. 


BMR testing no longer has to be complicated. The 
L-F BasalMeteR eliminates graphs, charts, slide rules, 
etc. There’s no reason to “refer” patients because you or 
your nurse can administer BMR tests easily, conven- 
iently, accurately . . . right in your own office. 


Patient breathes easier because of the BasalMeteR’s 
free-moving bellows on anti-friction bearings. Further- 
more, patient anxiety and fear are minimized by a 
plain, uncomplicated looking cabinet with no moving 
parts exposed. Consider the advantages of using an L-F 
BasalMeteR in your own practice . . . and 


For More Information 


HEBEL FLARSHEIN Mail Coupon! 


Medical-Hospital Division, Dept. 6743 
Ritter Company, Inc., Rochester 3, New York 


Please send, without obligation, your New 6-Page Brochure 
describing the L-F BasalMeteR, for modern BMR testing. 


City-State 
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IN A RECENT DEBATE, One congressman estimated that 
more than 600 bills dealing with the problems of the 
aged have been introduced in this Congress. Subjects 
covered include increasing the income tax exemptions 
and deductions of the aged, the establishing of federal 
bureaus and commissions to study their problems, 
and increasing the benefits they and their dependents 
receive under Social Security. 

Nor has this interest in the aged been limited to 
politicians. The Townsend Plan is still being vigor- 
ously advocated. Veterans’ organizations have been 
pushing for liberalization of pensions for older mem- 
bers and their survivors. Social workers and rehabili- 
tation groups have been urging that the vocational 
education and rehabilitation programs be broadened 
to provide services to the aged and infirm so they can 
become more independent. 

Probably the most significant event, from the view- 
point of medicine, was the recent establishing of the 
Joint Council to Improve Health Care of the Aged by 
the American Dental Association, thé American Hos- 
pital Association, the American Medical Association 
and the American Nursing Home Association. The 
council will combine, intensify and coordinate the 
activities of these four associations ‘‘(1) To identify 
and analyze the health needs of the aged; (2) to ap- 
praise all available health resources for the aged; and 
(3) to develop programs to foster the best possible 
health care for the aged regardless of their economic 
status.” 

With similar objectives, a House subcommittee re- 
cently held hearings on 21 bills proposing the estab- 
lishment of a federal Bureau of Aging, a Commission 
to Study the Problems of the Aging, and a White 
House Conference on Aging. Dr. F. J. L. Blasingame, 
General Manager of the AMA, wrote Chairman Roy W. 
Wier, (D-Minn.) urging enactment of the bills calling 
for the White House Conference on Aging. Dr. Blasin- 
game pointed out that not only does the AMA have a 
Committee on Aging, but that 30 state medical soci- 
eties have also established such committees. He ad- 


The AMA Washington Report highlights 

legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


vised the subcommittee that the association has 
scheduled a national conference on aging to be held 
in Chicago in September, with 40 state societies ex- 
pected to participate. 

Dr. Blasingame went on to say: “The American 
Medical Association believes very strongly that there 
is a need for systematic interchange of ideas in this 
field. Through our experience with our regional con- 
ferences on aging and through our activities as a 
member of the Joint Council, we have learned that 
much is to be gained from state and national confer- 
ences on this subject . . .” ; 

He promised that, “‘members of the medical pro- 
fession will take part in these conferences, both on the 
state and national levels, to the fullest extent possible.” 

On the suggested Bureau of Older Persons or a U.S. 
Commission on Aging, Dr. Blasingame urged that 
action be deferred until after the White House Con- 
ference on Aging, pointing out that these subjects 
would undoubtedly be considered during its delib- 
erations. 

Another positive approach to improve the health 
care of the aged was the Association’s indorsement of 
FHA type insured loans for proprietary nursing 
homes. Testifying before the Senate Housing Subcom- 
mittee, Dr. R. B. Robins of Camden, Ark., past presi- 
dent of AAGP, related the history of the AMA’s ac- 
tivities directed toward better treatment for the aged 
and pointed out that this interest “continues right 
down the line to the family physician who is on the 
scene when the various medical crises occur in the 
lives of older people.” 

Speaking of the type of care needed by the aged 
ill, he raised the question of whether it was necessary 
for them to go to general hospitals, at $20 to $25 per 
day. For some, he said, hospital care is essential, 
but “others could receive the maximum professional 
attention their condition calls for in a less expensive 
facility—a properly constructed and operated nursing 
home, with professional medical and nursing care at 
hand or readily available.” 
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Dr. Robins pointed out that there is a large group 
of the aged who require some nursing and medical care, 
and who could be provided for quite satisfactorily at 
home. ‘Yet, for many reasons, the relatives . . . are not 
in a position to take in these older persons. They 
need housing, and some medical care, but not hospital 
care in many cases. Yet, many thousands of them are in 
hospitals, merely because there are not suitable nurs- 
ing homes or other chronic disease facilities.” 

Dr. Robins advised the subcommittee that for the 
past year the AMA and nursing home association have 
been regularly meeting to prepare ampeooes medical 
care standards in nursing homes. 

Testifying in behalf of the American Nursing Home 
Association, George T. Mustin, past president, told 
the subcommittee that local lending institutions either 
will not or cannot grant credit on reasonable terms 
because nursing homes are regarded as single purpose 
structures. He also made these points: 

(1) More than 91 per cent of nursing homes and 71 
per cent of beds for the aged and chronically ill are in 
privately-owned nursing homes, and there is no expec- 
tation that public or nonprofit institutions are pre- 
pared to take over this responsibility. 

(2) The proprietary nursing homes, with realistic 
standards, and with proper arrangements for nursing 
and physician services, take care of “hundreds of 
thousands of elderly patients who otherwise would be 
forced to enter general hospitals and pay the relatively 
high prices that hospitals are forced to charge.” 

(3) The nursing home is a small, private, tax- 
paying business that is providing a vital service to 
the community and is part of the economy on which 
America’s growth and prosperity is based. 

Mr. Mustin urged that the Federal Housing Admin- 
istration Act “be modified to provide loans for con- 
struction of new, modern and efficient nursing and 
convalescent homes and homes for the aged, and for 
the expansion and renovation of existing and licensed 
nursing homes.” He recommended that the govern- 
ment’s guarantee be limited to 75 per cent of the loan 
to keep “inexperienced and irresponsible persons” 
from entering the field, pointing out that the nursing 
homes are not looking for subsidies but rather are 
willing to Pay the prevailing local interest rates and 
the FHA insurance premium. 

As a result of the testimony of the two associa- 
tions, the subcommittee recommended that Congress 
authorize FHA insurance for loans to nursing homes 
on the requested terms. 


Miscellaneous Legislative Activities 


AFTER HAVING JUST COMPLETED two weeks of hearings 
on all phases of social security, the House Ways and 


Means Committee is expected to make its report 
shortly. 


Tue MEDICARE PROGRAM was dealt a serious blow as a 
result of action by the House Appropriations Com- 
mittee which recommended a $60 million limitation on 
funds to carry out the program. This cut is $12 million 
less than the requested amount and $30 million less than 
the estimated cost in fiscal 1959. The action was based 
in part on the mistaken idea that care in civilian hos- 
pitals is far more expensive than in military facilities. 
The Defense Department was instructed to make up 
the reduction by forcing more dependents to use 
military doctors and hospitals. 

Although efforts were made to convince “ com- 
mittee that such restrictions were based at least partly 
on misinformation, and that, at any rate, they would 
destroy Medicare, the defense appropriations bill was 
voted out still containing the restrictions. 

After physicians and hospitals from all parts of 
the country protested the changes, the House passed 
the bill containing the restrictions, but House leaders 
agreed to review them in a conference committee and 
to accept any reasonable modifications written in by 
the Senate. 

The Defense Department immediately appealed to 
the Senate Appropriations Committee for a restoration 
of funds, and at the same time told the Senate com- 
mittee that it would make “full use” of military medi- 
cal facilities and personnel in administering Medicare. 

While the Senate committee is not expected to make 
its recommendations until after July 4, indications are 
that the committee will restore most of the money re- 
quested and, at the same time, join the House in de- 
manding action by the Defense Department to request 
some dependents, probably those living on military 
reservations or nearby military housing, to use military 
medical facilities. 


AFTER THREE DAYS of hearings on the Hill-Burton 
hospital construction act, the House Health Subcom- 
mittee has recommended a three-year extension of the 
program. The AMA supported the extension and 
recommended specific modifications, including FHA 
type loans to both profit and nonprofit hospitals. All 
witnesses before the subcommittee supported the 
extension. Representatives of the Baptist Church, 
which because of its belief in separation of church and 
state, has not participated in the Hill-Burton Program, 
urged that low-interest rate loans be made available 
under the program. The subcommittee favorably acted 
upon a bill to provide 40-year loans bearing interest at 
“the current average yield of all outstanding obliga- 
tions of the United States” (currently about two and 
one-eighth ‘per cent). 
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